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Diabetes Mellitus in Indians 


By Lr. CoL. H. STOTT, M.D., F.R.C.P., D.P.H., LALS. 
Professor of Pathology and Prineipal, Medical College, Lucknow. 


For the past twenty years the subject of 
diabetes in Indians has been of special interest 
to me—and a proportion of my beds in King 
George’s Hospital are constantly occupied by 
Indian Diabetics. 

The disease is of considerable practical impor- 
tance to Indians, because of its frequency, of 
its ease of diagnosis, of the insidious way 
in which its progress inevitably shortens the 
span of human life unless this progress to pre- 
mature death is controlled or prevented as can 
be accomplished in the large majority of cases by 
inexpensive and properly applied treatment. 


In learning and teaching the natural history 
of the progress of this disease I have found it 
useful to divide diabetes mellitus into two dis- 
tinct clinical types, “Fat or Dietetic Diabetes” 
and “Thin or Primary Pancreatic Diabetes’’, which 
provide a remarkable contrast in aetiology, 
pathology, biochemistry and clinical condition, 
in the complications which may arise and in the 
mode of death. In each of these two types the 
progress of the disease is through several distinct 
stages which it is desirable to clearly define. 


In fat or dietetic diabetes the classical 
picture is a well fed, inactive, well-to-do person 
of middle or of later life, on a dietary, excessive 
in carbohydrates and in fat giving a long 
insidious history and narrating comparatively 
slight symptoms, In this fat type the disease 
usually progresses through four distinct stages, 


In the first prediabetic stage the individual is 
becoming fat and flabby, he is giving up any 
exercise he formerly took in youth, his weight 
is increasing, and he is probably a vegetarian 
growing increasingly fond of sugar and of 
sweets. 
the second stage, there are still no symptoms, on 
routine urine examination a mild glycosuria may 
be determined after a heavy meal and the blood 
sugar at that time will be found raised. A blood 
sugar curve will show signs of decreased carbohy- 
drate tolerance. In the third stage the glycosuria 
has become profuse in amount and _ constant 
throughout the 24 hours, and the blood sugar 
always remains above the renal threshold for 
sugar. Symptoms now for the first time appear. 
There is only slight polyuria and thirst and the 
appetite is often unimpaired, whilst signs and 
symptoms due to complications begin to appear, 
viz :—loss of knee jerks, abnormal sensations 
from early peripheral neuritis, skin itching, boils, 
carbuncles, and debility both physical, mental 
and sexual. The fourth stage, I have described 
as the stage of arterial degeneration because 
the predestined course of this disease is inevi- 
tably progressive to this end through the abnor- 
mal metabolic products in the circulation, The 
arteriosclerosis makes itself evident in the leg 
by gangrene, in the kidney by the production of 
contracted arteriosclerotic kidney with albumi- 
nuria, in the heart by heart muscle failure 
from coronary disease, and in the brain 


Perhaps ‘diabetes’ is in his family. In 
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by cerebral thrombosis or haemorrhage. The 
picture of this fat type of diabetes is finally 
closed by premature death in uraemia, or by 
cerebral arterial coma, or by heart muscle failure, 
sepsis from gangrene or carbunele, or 
Death 


or by 
by terminal acute pulmonary tuberculosis. 


in fat diabetes is very rarely indeed due to 
ketogenic coma. The cause of this type of 


diabetes is an excessive carbohydrate dietary, 


which has persistently overstrained and _ finally 
caused a secondary exhaustion degeneration of 
The treatment is 


education of. the 


the pancreatic islet cells. 
mainly by dietetic measures, 
patient as to the cause of his disease, and by an 
increase in physical exercise. The course of the 
disease is chronic, lasting 20 years or longer. 
‘Thin or Primary Pancreatic Type’ 
progress 


In the 
of diabetes, the clinical condition and 
are far different. This type is a disease of young 
adults. ‘he onset and course is far more acute. 
The economic condition of the patient is usually 
one of poverty, affecting very frequently manual 
labourers who are in active physical exercise. 
The cause, so far as is known, probably mainly 
concerns some acute or subacute toxic degenera- 
tion of the islet cells, though nervous influences 
seem to operate in some cases. Pathologically, the 
commonest recognized lesion is «a histological 
fibrosis of the 


tenth or under only remain active. 


islet areas of which some one 


This type of diabetes was formerly considered 
rare amongst Indians but investigation shows 
that in the United Provinces at least this type is 
very common. There are three well-defined 
stages of the thin type of diabetes. The first 
stage is that of acute wasting and. desiccation. 
The second stage is that of severe ketosis and 
the third stage is that of ketogenic coma. The first 
stage of acute wasting and desiccation constitutes 
the condition commonly described as diabetes 


mellitas in standard text books of medicine. 
Polyuria, appetite with 
acute wasting are very obvious symptoms. The 
wasting concerns the skin fat, the body fat and 
the muscle proteins alike. The 


profuse, the hyperglycaemia high ‘and the 


thirst, and excessive 


glycosuria is 
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carbohydrate tolerance very greatly reduced, In 
the stage of ketosis, diacetic acid appears in the 
blood and in the urine whilst marked lipaemia 
and cholesterolaemia are not infrequently present. 
Unless the condition is recognized early, ketogenic 
coma suddenly arises as a result of an infection, 
trauma, nervous shock, diet alteration or of some 
unknown factor. Ketogenic coma is an acute. 
medical emergency whieh will result in death 
within a few hours unless correct treatment is. 
applied, which treatment in an uncomplicated 
early case is attended with unqualified success. 
Ketogenic coma, however, has to be diagnosed 
from coma due to septicaemia, hypoglycaemia, 
uraemia, cerebral haemorrhage or any ordinary 
form of coma in a diabetic. The treatment of 
of this thin type of diabetes is dietetic and insulin 
is usually required. Without insulin, this type 
usually progresses rapidly to a fatal termination 
within two years. Once the natural history of 
diabetes mellitus is known, the recognition of 
each stage of the two types of this disease be- 
comes easy and the practitioner is on sound lines 
to comprehend the practical treatment and pre- 
vention of this disease and of its complications. 
Treatment in all cases except the mildest, 
means the exhibition of great self-control by the 
patient, and of considerable patience by the 
doctor in educating the patient along lines of a 
correct knowledge of his disease and of the 
reasons for the ‘strict regime to which his patient 
must subseribe. Prevention of the thin type of 
diabetes within our present knowledge is not 
possible, but prevention of the fat type is largely 
possible by the prevention of obesity, gluttony, 


an ill balanced diet in its carbohydrate and fat 
fractions, and. by the institution of a sufficient 
amount of well regulated exercise. 


The control of diabetes mellitus in Indians 
therefore now largely rests within the- power of 
the diabetic patient and of his medical attendant. 
It is therefore our duty to see that the scientific 


knowledge underlying the principles of the 
development, treatment and prevention of the 


two types of this disease which reaps so heavy a 
toll of Indian lives, becomes as widespread as 
possible. * 


* Read at the Scientific Section of the IX All-India 
Medical Conference held at Lucknow, December, 1932. 

















Chronic Hoarseness 
By C. A. AMESUR, ms. (Lond.), D.L.0. (Lond.), M.B.. B.S. (Lond.). M.R.¢.8.(Eng.) 


Honorary Surgeon, Civil Hospital, Karachi. 


In a month preceding the selection of this 
subject, I was grieved to find nine cases of inoper- 
able extra-laryngeal carcinoma who have since, 
lost their lives. In six of them there was _ history 
of chronic hoarseness, for which they consulted 
their doctor from time to time. It is because of 
this light-heartedness on the part of some prac- 


titioners that I have selected this subject of 
CHRONIC HOARSENESS. I shall chiefly deal 
with the subject from a general practitioner’s 


point of view and skip over the causes or deal 
them only in a nut-shell which come in the domain 
of a pure and simple specialist. 


Chronic hoarseness is a symptom and nota 
disease. It affects all ages and as such, I shall 
classify its causes according to the age : 


I New-born : 


Congenital syphilis. . 


II 3 to 6 years of age : 


Papilloma of larynx. 


III Puberty and just after : 


(1) Congestion of vocal cords. 
(2) Chronic laryngitis. 
(3) Functional. 
(4) Growths : 
(i) Simple : (a) Papilloma. 
(b) Vascular fibroma. 
(c) Singer’s nodules. 
(ii) Malignant : Carcinoma. 
(5) Paralysis : 
(i) Central. 
(ii) Peripheral. 
(iii) Neuralgias of the oesophagus. 


IV. Aduits: 


(i) Congenital syphilis. 
(ii) Chronic laryngitis including*pachy- 
dermia and keratosis. 
(iii) Lupus of the larynx. 





‘in every part of 


(iv) Tubercu'osis of the larynx. 
(v) Syphilis of the larynx. 
(vi) Functional. 
(vii) Growths : 
Simple : (a) Papilloma. 
(b) Fibroma, 
(c) Singer’s nodules. 
Malignant : (a) Cancer of larynx. 
(b) Cancer of 
oesophagus. 
(viii) Paralysis: vide IIT, (5), i, ii, iii. 
CONGENITAL SYPHILIS 


The suspicion of congenital syphilis at 
once arises in our mind, when we hear a hoarse 
cry in an infant of hardly a few weeks old. 
Other symptoms are nasal obstruction, snuffles, 
muco-purulent nasal discharge, syphilitic erup- 
tions on the palms of the hands, or soles of feet, 
and the brown patchy discolouration of the face. 
At this stage the Wassermann reaction is usually 
negative or very weak positive. 

Treatment: Both the mother and the infant 
should be treated with mercury. HUTCHISON’S 
pill in small doses to start with, and pushing 
the best way to 
As the baby is un- 


on to tolerance, is probably 
give mercury to an infant. 
able to suck the breast on account of the nasal 
obstruction, it is advisable to touch the nasal 
mucosa with a 1% solution of cocaine in olive 
oil to which a few drops of ephedrine ( 1 in 1000 ) 
solution is added. his should invariably be done, 
before feeding time in severe cases only. 


PAPILLOMATA OF THE LARYNX 


Papilloma may be single or multiple and occurs 
the larynx. They produce 
chronic hoarseness, cough and laryngeal obstruc- 
tion which may even amount to asphyxia, thus 
bringing the possibility of diphtheria, in which 
the patient is toxaemic, and the presence of a 
foreign body to the forefront. 
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Treatment: In most of these cases, the 


patient has enlarged tonsils and adenoids and — 
as the papilloma is to be removed under direct 
laryngoscopy, it is essential that tonsils and 


Fig. 1. 

Papillomata of the larynx. 

removed a fortnight before the 
first sitting for the removal of the growth. 
After the removal of the growth, the child’s 
parents should be in touch with his doctor, so 
that any recurrence may be spotted early and 
dealt with. These growths recur too frequently 
and it requires a great patience, both on the 
part of the doctor and the patient to finally cure 
the child. Radium has been tried, but as its 
dosage is not too accurate, it is as well to remove 
the growth by direct laryngoscopy, thus avoiding 
perichondritis. 


adenoids be 


is necessary for those 
after 
this, one nearly always finds recurrence in the 


A word of warning 
who do tracheotomy in these cases, for 


tracheotomy wound, which becomes a source of 
great nuisance. 


CONGESTION OF VOCAL CORDS AT PUBERTY 


Puberty is the time when great changes are 
taking place in both the sexes; and it is the 
wise mother, who minimises the mental tortures, 
through which her children are passing in 
general and her daughters in particular. It is 
at this time that we begin to differentiate 
between a male and a female voice, without 
looking at the person. The congestion at this 
period is general viz. nose, throat, larynx ete. 
Therefore the patient should be made to under- 
stand that this hoarseness is simply a passing 
phase in his life and is not to be worried about, 

It is in these cases that the doctor usually 
thinks the congested tonsils and turbinates to 
be the culprits and so removes the former and 
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cauterizes the latter. This unscientific and 
thoughtless practice of removal of the body 
tissues should be condemned. I request you to 
be careful in advising this treatment at puberty, 
unless the tonsils are really septic. 


CHRONIC LARYNGITIS 


Gout, rheumatism, nasal obstruction, over- 
indulgence in alcohol, tobacco and highly seasoned 
articles of diet are the predisposing causes. The 
condition becomes further aggravated if the 
patient is working in ill-ventilated surroundings. 


If the condition is secondary to nasal suppura- 
tion, e.g. chronic ethmoiditis or the accessory 
sinus suppuration, then one has also some 
evidence of pharyngitis, tracheitis and possibly 
crust on vocal cords. 

Finally septic remains of old adenoids, tonsils 
and foul teeth should be excluded, before: one 
thinks that chronic laryngitis 
condition. 


is a primary 


The laryngoscope reveals to us the whole larynx 
to be congested and that both the cords are dull- 
red with rounded borders, and here and there 
covered with inspissated mucus. In pachydermia, 
there may be swelling on one cord, and excava- 
tion on other; or there may be pink swellings 
on both cords but no hollow. 


Treatment: Treat the causative factor and 
insist on as much vocal rest as_ possible. 
Give iodide of potassium internally. With regard 
to the local treatment, in severe cases, ten drops 
of silver nitrate ten grains to the ounce, 
should be placed on the adducted cords, with a 


laryngeal syringe by indirect laryngoscopy. 


FUNCTIONAL 

Loss of voice, rather than hoarseness is 
noticed in a certain number of women patients 
between puberty and menopause. In the laryngeal 
mirror one finds paresis of the thyro-arytenoideus 
internus muscle, leaving an elliptical aperture in 
the glottis on phonation. If now the patient is 
asked to cough, the cords come in apposition 


and so abolish the elliptical aperture. 


Treatment : You must make your personality 
felt and assure the patient that you are certain 
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of 100% cure. Tell her that you will apply 
something to the weak voice box, which will 
restore her voice at once, provided after a 
local application of Mandl’s paint, she counts ten 
immediately after the surgeon. If she comes 
back, faradic current, should be used at next 
sitting. To give the neurotic patient confidence 
in herself, prescribe coloured tonic to 
take for a month. 


some 


VASCULAR FIBROMA 


This simple growth is now uncommonly seen 
in men between the ages of 30 and 50. Its site 
of election is the junction of the anterior and 
middle thirds of the vocal cord. It is purple in 
colour but may or may not be pedunculated. 
When found it should be removed by indirect 
method ; and the patient is asked not to speak 
for ten days after the operation, to be well 
again. 


Fig. 2. 
Vascular fibroma of vocal cord. 


SINGERS’ NODULES 


I had a male patient who had come from Sind 
with a history of chronic hoarseness of four 
years’ standing. On examination I found that 
he had very small discrete whitish projections 
at the junction of the anterior and middle thirds 
of the vocal cords. This condition is usually 
seen in women in foreign countries, but here this 
is the only case I have seen in past two years. 
When the condition is present in children it is 
called “Cry-Nodules”. This is due to the ill- 
use of the voice and continuation of high tone 
after most of the expiratory air has been ex- 
hausted. 


Treatment: Insist on absolute rest of voice 
without which patient cannot be cured. After 
this they should be handed over to the trained 
voice experts to teach them, how to use their 
voice. In severe cases, the nodules may be 
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touched with lactic acid or a galvano-cautery may 
applied. 


LUPUS OF THE LARYNX 
This chronic form of laryngeal tuberculosis 


is usually secondary to the same affection of the 
face, nose or pharynx. In the very early stages 


Fig. 3. 
Singer’s Nodules. 


there is no symptom, then there is chronic hoar- 
seness, and when cicatrical contractions take 
place, there is a variable amount of dyspnoea. 
Epiglottis is usually attacked first and then 
it spreads along ary-epiglottic folds to other parts 
of the larynx. For differential diagnosis see the 


table on next page. 

Treatment : It is the same as that of tuberculosis 
elsewhere in the body. If the disease is very loca- 
lized it may be cauterized with 50° lactic acid. In 


cases of cicatrization, dilatation with bougies may 
be resorted to, failing which, external operation 
be performed so that patient may breathe. 


TUBERCULOSIS OF THE LARYNX 


Every one of us has seen very many cases of 
pulmonary tuberculosis and as such, it will be 
interesting for you to know that consumption of 
the voice-box is always secondary to that of the 
Inng. At Midhurst Sanatorium it was found 
that 25% of the early cases of pulmonary 
tuberculosis showed laryngeal phthisis. In my 
practice both hospital and private, I find that 80% 
of consumption cases show some lesion in the 
larynx as well ; whereas all the laryngeal phthisis 
cases, showed active tuberculosis of the lungs. 


In most cases the path of infection is by 
direct contact of KOCH’s bacilli with the mucous 
membrane of the posterior part of the larynx, 
and in the remaining it is by way of blood and 
lymph channels. It is true that no part of larynx 
is immune from this malady, yet in 75% of the 
cases it is the posterior part which is affected. 
The reason for this partiality is not far to seek. 
This part of the voice-box is much more vascular, 
has glandular element in it, besides being covered 
with squamous epithelium. 


The signs, symptoms and gradations of this 
disease are manifold, it is therefore that I shall 
only mention the six common types of the same. 


1. Chronic patchy hyperaemia of the laryn- 
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geal mucosa together with anaemia of the 
palate and epiglottis This is the earliest 
manifestation of Jaryngeal phthisis and if the 





Fig. 4. 
Tuberculosis of larynx : 
Swelling of arytenoids and inter-arytenoid mucosa. 


general condition be thoroughly treated and the 
voice not used at all, the results are marvellous. 


2. A unilateral granular congestion of one 
vocal cord in a delicate person, who is in his 
twenties, is strongly in favour of phthisis. This 
becomes nearly a certainty if you find a quick 
pulse while at rest, and a history of general 
malaise, slight cough, night sweats and loss of 
weight besides the hoarseness. 

3. Swelling of the inter-arytenoid mucosa, 
followed by a superficial and irregular ulcer on 
its anterior surface. 
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4. Pale shallow ulceration of the posterior 
third of the vocal cord, which in later stages is 
accompanied by pseudo-oedema of the correspond- 
ing arytenoid. 





Fig. 5. 


Tuberculosis of larynx : 
Mouse-nibbled ulceration of right vocal cord and part 
of inter-arytenoid mucosa. 


5. In advanced cases the mouse-nibbled 
ulceration of true and false cords on one or both 
sides. 

6. In very advanced cases the ulceration 
affects the whole of the larynx to such an extent 
that the normal land-marks could not be usually 
recognized. 

To avoid repetition the points in the differential 
diagnosis could be tabulated thus : 





Signs and Symptoms Phthisis Laryngea 


Voice Weak, hollow 
painful 
Pain = ge 
Emaciation = Ee 


Dysphagia + for fluids 
Skin affections ... = 
Nose affections... = 
Pallor of soft 


palate with red- 
ness of fauces 


Pharynx 


Lupus 


Not affected 


Cancer 


e 
Syphilis | 
| 

' 


Rough, painless 


Strong rough, , 
to painful 


painless 


= Nil or referred 
to unilateral ear 
| on affected side 
| Seldom + + 
+ + for solids 
+ Rashes - 


Perforation - 
ete. 


Mucous plaques = 
or gumma 


Mucosa Pale red colour Nodular Virmilion = 
raspberry 
Larynx Posterior Anterior Anterior Middle, anterior 
(Position) half of surface 
or edge 
Infiltration Slow 
Rapid Intrinsic-slow 


Extrinsic- rapid 








Ulceration 





Pale superficial 
with inactive 


edges 


Superficial, dry ; 


simultaneous 
healing and 
cieatrisation 


Deep and 
punched one 


Upper aperture 
raw and red 
with irregular 
edges, dirty base, 
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Treatment: This is both 
Fresh air, sunshine, good and and nouri- 
shing food, cod liver oil, and absolute 
rest followed by graduated exercise are 
indicated. Tuberculin in the hands of 
some give good results, but not with 
others. If the condition is active I prefer 
giving iodine intravenously every week ; 
and bioplastin§ intramuscularly every 
alternate day. 


general and _ local. 


Creosote, or garlic may be given 


internally. 

Along with this treatment patient should be 
forbidden to speak. He should communicate his 
wants in writing, if he wants his laryngeal lesion 
to heal quickly. This silence treatment gives 
very good results in early cases. If, however, 
the lung condition improves, and the laryngeal 
lags behind, it would be advisable to cauterize 
the latter with lactic acid or puncture’ with 
galvano-cautery at a couple of places by indirect 
method. 

Light treatment by WESSLEY’S lamp seems 
to give good results at Vienna and Copenhagen. 
I was surprised at the splendid results in a few 
cases which I saw thus treated at Vienna. 


Pain may be relieved by curetting the lesion 
and then touching with lactic acid, or making 
galvano-punctures of the infiltrated area. If 
the pain be severe and disease extensive, ortho- 
form in ulcerative lesions and anaesthesin in 
non-ulcerative lesions may be _ insufflated by 
LEDUvUC’s auto-insufflator. If this is not avail- 
able then the powder may be gradually licked 
a few minutes before meal so as to avoid 
dysphagia. 

Tracheotomy is done in cases of urgent 
dyspnoea but this has a tendency of increasing 


pulmonary symptoms especially cough. 


SYPHILIS OF THE LARYNX 


Secondary syphilis of the larynx is seen 
usually in the form of erythema in males and 
The chief symptom is 


Pain, 


rarely mucous patch. 
discomfort in the throat and hoarseness. 
cough, dyspnoea and dysphagia are rare. 
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Tertiary stage usually manifests itself by 
diffuse infiltration, 


gives ulceration, perichondritis, necrosis of bone 


which when broken down 


or cartilage, scars, adhesions and paralysis. 
Diffuse infiltration attacks the epiglottis, the 
vocal inter-arytenoid region, when 


more circumscribed it is called a gumma. When 
the gumma breaks down we get a punched out 


cords and 


ulcer covered with yellow slough and surrounded 
by a hyperaemic border. 
_ : ae . i 
The most serious complication is perichondritis. 
which produces stenosis of larynx. 





Fig. 6. 


Caval and round syphilitic infiltration of the right voeal cord. 


The treatment should be on general lines of 
tertiary syphilis elsewhere in the body, with 
which all are well acquainted. But one thing 
one must tell the patient that though he came 
to be cured of his hoarseness, he will still have 
some residue if his infiltration or ulceration was 


extensive. 


CANCER OF THE LARYNX 


Laryngeal carcinoma is usually a_ primary 
growth, except in a few cases in which larynx 
is involved by direct extension. KRISHABER 
classified it as intrinsic cancer, those cases which 
commenced at the vocal cords, ventricles, ventri- 
cular bands and near the subglottic space : 
extrinsic cancer, when the growth 
epiglottis, aryepiglottic folds, arytenoids, pyriform 
of the cricoid. 


started at 
sinuses and _ posterior surface 
This classification though an 
from prognosis and treatment point of view, 
yet in late stages one invariably finds that the 


admirable one 


two types co-exist due to direct extension. As 
the subject matter is chronic hoarseness, we 
shall only deal with that variety which causes 
this symptom viz. intrinsic cancer. 
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Chronic hoarseness is the only symptom for 
many months in this condition, because it grows 
very slowly. Though the interior of the larynx 
is profusely supplied with lymphatics and there 
is a free anastomosis between individual 
branches ; yet the effluents from the larynx are 
few and lead to two small glands one under the 
great cornu of the hyoid and another at the side 
of the trachea, from where no communication 
passes into the general lymphatic system. It is 
very frequently seen on the middle, interior 
half of the surface, or the edge of a vocal cord. 
This causes impaired mobility of the cord in 
50% of the early cases. In its early stages it 
does ulcerate, thus there is no sepsis which 
is invariably present in the extrinsic type. 


Few cancer nodules on left vocal cord. 


Fig. 8. 


Cancer infiltrating the left vocal cord. 


Therefore to get good results, one should 
bear in mind that huskiness without a catarrhal 
cause ina man of over thirty five persisting for 
a week is indicative of early malignancy ; and 
as such, such cases should be shown to expert 
laryngologist to diagnose and treat. 

The treatment of early cases of cancer’ in 
this part of the body is either operation or 
radium application, both of which have given 
of cases, in whom no 
the end of fifth 


good results in 80% 
recurrence has been seen at 
year. 
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Laryngo-fissure is the operation of choice in 
which the thyroid cartilage is split in the middle 
line followed by wide removal of the growth 
including good area of healthy tissue all around 
it. MILLIGAN recommends a low tracheotomy a 
week or so before laryngo-fissure for the following 
reasons : 

1. To accustom lungs to the altered method 

of respiration. 
To prevent aspiration of blood or mucus 
at the major operation and to facilitate 
its procedure. 


To enable the larynx to be reopened and 
packed, should severe haemorrhage follow 
removal of diseased cord. 


In order to get a nearly normal voice, one 
should avoid cutting operation, but implant 
radium near the growth by window resection, 
Before this, to avoid asphyxia due to extra 
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OuT. 








ress cue 
Fig. 9. 
Window resection of thyroid ala with radium 
needles i site. 
swelling produced by the radium and broncho- 
pneumonia due to sepsis, one should do a preli- 
minary tracheotomy. 

Now there are two methods of supplying 
radium, in both of them a window resection of 
the thyroid cartilage on the affected side forms 
the first-stage. Then in FRAZER’S method one 
milligram radium needle is kept parallel with 
diseased cord and left in situ for a week. In 
the other, five or six needles each containing 
one milligram of radium suphate and screened 
with 0°6 or 03 m.m. of platinum, should be 
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placed vertically over the perichondrium and 
one millimeter apart ; threads to be tied together 
and brought out and the wounds closed as usual. 
The needles to be removed at the end of six or 
seven days. 


CANCER OF OESOPHAGUS 


This produces hoarseness by the affection of 
the recurrent laryngeal nerve causing abductor 
paralysis of the vocal cord. The _post-cricoid 
cancer produces hoarseness by infiltration of the 
posterior crico-arytenoid muscles. 

This hoarseness is a late phenomena, but 
dysphagia to solid food is the first and the patient 
usually dies of starvation. 


PARALYSIS OF THE VOCAL CORDS 


Upto now we have been dealing with local 
conditions affecting vocal cords, causing hoarse- 
ness. But the cord may become immobile by 
the affection of its nerve supply. All the 
muscles of the larynx are supplied by recurrent 


(inferior) laryngeal nerve, branch of the vagus, 
with the exception of the crico-thyroid muscles 
which are supplied by external laryngeal branch 
of the superior layngeal which is a branch of 


the vagus. It therefore follows that any lesion 
of the recurrent from the centre to __ its 
peripheral distribution will affect the cord and so 
produce hoarseness. The commonest of _ this, 
from point of view of the general practitioner, 
is the aneurysm of the arch of the aorta. 
By his long experience SEMON enunciated 
the following law in connection with the nerve 
paralysis: “That in all progressive lesions of 
the centres and trunks of the motor laryngeal 
nerves, the abductors of the vocal cords succumb- 
ed much earlier than the adductors.”” Now to 
diagnose the level of the lesion in the nerve the 
following taken from SiR St. CLarR THOMSON’S 
Diseases of the Nose and Throat will be very 
helpful. 


(a) TAPIA: 
tongue. 


(b) AVELLIS : 
palate. 


Paralysis of the larynx and the 


Paralysis of the larynx and soft 
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(ce) SCHMIDT : 
palate, 
muscles. 


Paralysis of the larynx, soft 
sternomastoid and_ trapezius 


LARYNGEAL PARALYSES 
( Diagrammatic representation ). 
VERNET : 
palate and pharynx. 


Paralysis of the larynx, soft 


(ec) HUGHLINGS JACKSON : 
larynx, soft palate, tongue, sternomastoid 


Paralysis’ of the 


and trapezius and pharynx. 


In all these lesions the laryngeal paralysis 
causes hoarseness, but the laryngoscopic images 
are variable depending on the stage of the para- 
lysis as is suggested by SEMON’S law. 

It is therefore that in the early stage i.e. of 
abductor paralysis we see the paralysed cord 
motionless and near the mid line, due to unopposed 
action of the adductors, whereas when the para- 
lysis is complete the cord passes into cadaveric 
position. 


Fig. 11. 
Bilateral abductor paralysis, as seen during inspiration. 
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Of the centra! causes one may mention bulbar 
paralysis, pachymeningitis near jugular foramen, 


Cadaveric position, as seen during expiration. 


disseminated  scle- 
causes 


bulbomyelia, syringomyelia, 
rosis and tabes. Of the 
aneurysm of the arch of the aorta is the common- 


peripheral 


Some Observations on the 
and its 
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est. Other causes being cancer of oesophagus, 
pleural adhesions, enlarged cervical glands, 
mediastinal tumours, and trauma while operating 
in the region of the recurrent nerve as in cases 
of thyroidectomy. 

Before concluding this subject, I should say 
that the chronic hoarseness is not an innocent 
symptom as some ‘might have thought. I 
shall be greatly satisfied if we could only bear 
in mind when a patient consults us for this 
symptom, cancer, syphilis, tuberculosis of the 
larynx and aneurysm of the arch of aorta, * 


* Read at the scientific meeting of the Indian Medical 
Association (Sind Provincial Branch) held at Karachi in 
June, 1932. 


so-called ‘“‘“Endemic Ascites” 


Causation 


By Dr. M. ABDUL HAMEED, M.D., M.R C. P. 
Pathology Department, Lucknow University. 


Ascites is a _ well-known condition which 
signifies filling of the peritoneal cavity with fluid. 
This fluid may be either inflammatory when 
it depends mostly on the’ local inflammatory 
condition or may be a passive filling of the 
abdominal cavity when it can safely be termed 
as “Hydro-peritoneum.” This passive condition 
may be cardiac or renal in origin or it may 
be due to the partial obstruction of the portal 
system. 

In these provinces we have been 
cases of ascites with no cardiac or renal condi- 
tions to account for them and which are also 


quite different clinically from cases of common 


getting 


portal cirrhosis. These cases were termed by 
some of us as those of “endemic ascites” under 
the impression that the condition was found in 
these provinces only, but since then it has been 
found out that such cases were found in Behar 
and Bengal as well. These cases were attri- 
buted by SPRAWSON to a condition of chronic 
the upper half 
he named 


He thought 


peritonitis mostly present in 
of the peritoneal cavity and which 


as “Chronic Superior Peritonitis.” 


that this chronic inflammation in the upper part 
of the peritoneum interfered with the absorp- 
tion of the peritoneal fluid which was normally 
secreted by the omentum in order to keep the 
surfaces moist, by the  sub-diaphragmatic 
lymphatics. This interference with the absorp- 
tion of fluid resulted in its accumulation in the 
peritoneal cavity. The causation of this peri- 
tonitis was not clear at all. The same view 
was taken by MEGAW, who also observed that 
the condition was a_ sequel’ of bacillary 
dysentery as a certain percentage of cases gave 
ahistory of diarrhoea or dysentery before the 
onset of ascites. He based his views on a few 
agglutination tests and a few autopsies. The 
agglutination tests were done by the microscopic 
method in which the percentage of the positive 
results against B. FLEXNER was very low and 
that too in very low dilution (13 out of 40 
Lucknow series and 4 out of 10 Calcutta series 
and upto a dilution of 1/50 only), The autopsies 
were performed by him on only 5 cases of 
endemic ascites who died at King George's 
Hospital and in whom he found milkiness in 
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the upper part of the peritoneum to which he 
attributed accumulation of fluid and did not 
attribute the fluid to the fibrosis present in the 
liver. More or less the same views were held by 
some other writers on this subject from Patna 
and Calcutta. 


In 1930, I collected some statistics of the 
King George’s Hospital, Lucknow, concerning 
this disease and analysed notes of 19 autopsies 
done on such cases. -My findings were as 
follows : 

1. That there was no seasonal incidence 
of the disease. Cases mostly came to the hospital 
during the hot weather. 

2. Hindus and Muslims were equally affect- 
ed. Disease was more commonly found in the 
males and 90 per cent. of the cases belonged 
to the,cultivator class of the rural area. 

3. Disease was more common among the 
non-vegetarians (72 per cent. being non-vege- 
tarians). History of alcohol was found in 4 per 
cent only. 

4. Out of 236 cases, 10 per cent gave a 
history of dysentery and 24°6 that of diarrhoea. 


5. Fifty per cent of cases gave a history of 
definite malaria before the onset of the disease 
and the rest of some sort of fever. 


6. All the cases mentioned the presence of 


enlargement of spleen before the onset of 
symptoms. 

7. The onset of the disease was insidious 
and ushered in, as a rule, by derangement of 
the digestive system. 

8. The interval between the onset of fever 
or of diarrhoea and the onset of ascites was one 
to six months. 

9. The course of the disease was not a long 
one. The interval between the onset of ascites 


and that of death was on an average 6 months. 


10. On admission the patient was very thin 
in the extremities, had a swollen abdomen, 
pinched face, sunken eyes, in-elastic skin, oedema 
on the legsin some cases, no marked anaemia. 
Abdominal veins were prominent and distend- 
ed in 50 per cent of cases. The flow of blood 
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in them was towards the thorax. Spleen was 


enlarged in every case. The patients were 


tapped two times on an average during their 
stay in the hospital which was not more than 
two weeks in most cases. (It is interesting to 


note that one of the cases was tapped ten 
times and eleven cases were tapped six times 
each) 

tl. Ninety per cent of the cases had a rise 
of tempetature off and on, during their stay 


in the hospital. 


12, Blood 
a slight rise in the eosinophiles. 


counts were normal except for 
Large mono- 
nuclears were normal. 

13. Widal reaction done by DREYER’S  tech- 
nique was positive only in 6 per cent of cases 
against B. FLEXNER Y upto 1/50 dilution 


might be easily called a group reaction, 


which 
14. Formol-gel and urea-stibamine _ tests 
were negative. 

15. Van den Bergh and Wassermann Re- 
actions were negative in practically all cases. 

16. Renal and hepatic efficiency were not 
impaired. 

17. Ascitic fluid was found to be a transu- 
date and 
not produce any local peritonitis. 


when injected into a guineapig, did 


18. Blood culture was negative in all cases. 


19. Stool culture was negative to all the 
non-lactose fermenters. 


20. Post-mortem changes were as follows : 


The peritoneum looked glistening but appeared 
milky in the upper part. 

Liver—showed cirrhotic condition which in 
some cases reached to an extent of its being 


called hobnailed. It did not show any siderosis, 


Spleen—showed great enlargement. Capsule 
Pulp appeared black and slightly 
No ante-mortem clot in the 


thickened. 
fibrosed, 
vein. 


splenic 


Intestines—had a tendency towards denuda- 
tion of surface epitheluim but not giving rise to 
any ulceration except in two cases where it was 
amoebic in type, 
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Stomach and the rest of the were 


normal. 


organs 


The microscopic appearance of the liver was 
as follows : 


(a) There was an_ intra-and inter-lobular 
cirrhosis, fibrous tissue being more marked 
along the portal canal. 


(b) There was always proliferation of bile 


ducts. 
(c) Small round cell infiltration was present 
along the portal canal to a marked 


extent. 


Fatty degeneration was present in all 
the cases and it was more marked in the 
periphery of the lobule. 

were 


Attempts at collateral circulation 


present under the capsule in two cases. 


DISCUSSION 


As evidence is coming forward from 
the above statistics that bacillary dysentery 
plays any important part in the causation of this 
disease, we can safely pass over it. The 
microscopic appearances of the liver suggest 
that there are some toxins which have been 
adversely the liver and constantly 
irritating it and thus producing small round cell 
infiltration subsequently 
fibrous formation. ‘The 
toxin is probably through the portal system as 
is shown by the fatty degeneration of the liver 
cells in the periphery of the lobules which 
according to MCCALLum, OPIF and others will 
come up only if the noxa enters the liver through 
the portal system. This condition of fibrosis of 
the liver will ultimately give rise to portal 
congestion and subsequent accumulation of 
fluid in the peritoneal cavity. The fluid removed 
from the cases of endemic ascites has been 
proved by me and also by other writers, to be 
a transudate and not an exudate. This character 
of the fluid is indeed a strong argument against 
the condition being produced by chronic peri- 
tonitis. It will be difficult for the supporters 
of the theory of chronic peritonitis to explain 
why does the thickening or milkiness of the 


acting on 


which gives rise to 


tissue entry of the 


_ by cirrhosis of the liver. 
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peritoneum remain confined to the upper part 
of the abdomen and does not affect the lower. 
The only answer that can possibly be given 
is that it is the selective activity of the toxins 
but such answers are always unappealing and 
unconvincing. My explanation for the above 
condition is that the milkiness is due to the 
constant impact which the diaphragm, spleen 
and liver have against the fluid of the peritoneal 
cavity as they descend down with each inspira- 
tion. Moreover in our series of post-mortem, we 
did not get any “iced” condition of liver or 
spleen except in those cases where there was a 
terminal peritonitis. The above findings exclude 
the possibility of chronic superior peritonitis 
being a_ pathological condition giving rise to 
this ascites. 

Is_ the condition malarial in origin ?--Un- 
doubtedly malaria plays an important part in 
the causation of this disease. In almost all the 
cases there was a history of malaria or of fever 
allied to malaria. Splenomegaly as a_ rule 
preceded the condition and later it was followed 
This cirrhosis of the 
liver is not malarial in origin for the following 
reasons : 


1. Liver does not get so much shrunken 


in cases of malarial cirrhosis. 

There is no indication of siderosis in the 
liver shown either by the chemical re- 
action or microscopic methods. 


Spleen does not show so much fibrosis 
as it ought to have shown in cases of 
malarial cirrhosis. 


The condition does not invariably increase 
after an epidemic of malaria, 


CONCLUSIONS 


This condition of endemic ascites is quite a 
separate entity by itself. The predisposing fac- 
tors are malaria and poverty—malaria as spleno- 
megaly isso common among them and poverty 
as the condition is mostly found in the cultivator 
class of the rural areas who are very poor in 
these provinces. It is quite possible that owing 
to their poverty, they also suffer from avitami- 
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nosis specially of vitamin A or B or both whose 
deficiency produces deterioration of the mucous 
membrane specially of the intestines. This con- 
dition of the intestine may make it prone toa 
sort of sub-infection which produces diarrhoea 
in most of these cases. The nature of the sub- 
infection is not known but it can also account 
for slight rise of temperature which is often met 
with in these cases. It is probable that certain 
forms of toxins are then liberated from the 
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intestinal tract and carried to the liver through 
the portal system giving rise to cirrhosis of liver 
which in turn produces ascites. * 
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Medical Treatment of Vernal Conjunctivitis 


By BAIDYANATH BHADURI, 4.n., 


Hony. Ophthalmic Surgeon, Carmichael Medical College Hospitals, Out Patients Department, 
Calcutta, and Hony. Visiting Ophthalmic Surgeon, Albert Victor Leper Hospital, Gobra. 


The general feeling of pessimism concerning 
the results obtained by the medical treatment 
of patients with vernal conjunctivitis, seems 
sufficient justification for inviting a discussion 
on the subject. 

We would limit our observations to medicinal 
treatment because of our want of experience 
with radium, X-ray or ultra-violet rays in this 
condition. And I am not disposed to initiate 
merely an academic discussion. 


There is not much controversy about the 
appearance of signs and symptoms or their 
exacerbation particularly during hot weather and 
their subsidence during cold season in spring 
catarrh. 

The three forms bulbar, palpebral and mixed 
are well known. 

In our own experience in Bengal, we meet 
with bulbar type very frequently whereas the 
typical palpebral type is rare. 

According to T. COLLINS, the palpebral type 
is common in England. WOODRUFF report that 
in Italy and other countries along Mediteranean 
coasts, the bulbar variety is common whereas 
the palpebral type is seen frequently in France 
and England. 

We find that the mixed variety is not un- 
common here if the upper palpebral conjunctivae 
are closely examined with the corneal loupe. 


Cracks and fissures with isolated flattened 
nodules are seen on the tarsus near its upper 


border. The typical instances of cobblestone 
variety are very few in our series. 

Eosinophilia are frequently found in smears 
and scrapings but not always in our series even 
in typical cases, where though other varieties 
of leucocytes were present. We have not 
examined either the smears or the 


from the patients in early part of our practice. 


scrapings 


The disease is not readily amenable to treat- 
ment is obvious from the fact, that so many 
drugs are claimed to be effective in this condi- 
tion. In fact there is no standard drug for 
this disease. The cause of the mischief is not 
known though it presents a fairly definite patho- 
logical picture microscopically, hence the treat- 
ment is essentially empirical. 

The different methods of treatment can be 
conveniently sub-divided into (A) General and 
(B) Local. 

General : 
the resisting power of the patients by attention 
to diet and bowels and internal administration 
of tonics, iron, strychnine and specially arsenic. 
Arsenic is said to have beneficial effect on the 
experience arsenic 


Formerly the idea was to build up 


eye conditions, but in our 
has got no particular baneful effect in spring 


catarrh. 
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Several writers reported favourable results 
from the intravenous injections of calcium chloride 
urea. They give a course of three injections one 
every alternate day of ten cubic centimeters 
of ten percent solution of this drug. We have 
got no experience of this drug, but has given, 
Calcium Lactate internally in some cases without 
any effect. 


Parenteral injections of cows milk has been 
thought to be of service. Dr. J. Keller reports 
that milk injections relieved the patients of the 
symptoms but the signs in conjunctivae did not 
disappear nor lessen. In_ spite of reaction 
in the few patients on whom we tried, the results 
were variable and unsatisfactory. Dr. BANAJEE 
reported favourable results in the first All-India 
Ophthalmological Conference held in Bombay 
in 1930. Wehave not tried other methods of 


protein shock. 


In this connection we might mention about 
the experimental studies in animals with different 
foreign proteins by no less an authority than 
A Von Szily. He found that the local and general 
symptoms are not brought on by the preparations 
themselves, but by the reactions of substances 
which form in the body after injections. Reaction 
is very marked in the uveal tract and the infiltra- 
tion with leucocytes and lymphocytes were noticed 
anterior 
studies. There 

The symptoms 


in the choroid, ciliary body, iris and 
chamber in their histological 
is no mention of the conjunctivae. 
of inflammation produced by the injections are 
followed by the phase of the desired inhibition 
of infllammation for which they are used. This 
anatomic result may be a process of blockage of 
the reticulo vascular system. 

Some of the eminent Ophthalmologists speci- 
ally from America like Mr. Lawrence Post and 
Jonas Freidenwald regard spring catarrh as a 
local allergic manifestation due to hypersensi- 
tiveness to some foreign proteins. 

Allergic skin reactions have been tested but 
there is no general agreement about the results. 

Mr. Post thinks that the 


never turned to severe cofflestone appearance of 


mild cases which 


the conjunctivae of the upper lids, are examples of 


allergic disease. ‘The evidence is the presence 
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of Eosinophilia in the. smears from almost every 
case. The clinical picture of the conjunction is 
fairly typical, being characterized by oedema, 
itching, thin mucoid secretion and eosinophilia. 
In children, he emphasizes the importance of 
skin tests and advices it to be carried out by 
physicians thoroughly conversant with their 
technique and reactions. If for any reason, skin 
reaction cannot be tested, then deprivation food 
tests may be made. One restricted diet after 
another should be tried, each for several days. 
According to him the following articles of food 
have been responsible for their allergic reaction 
in children. They are eggs, milk chocolate and 
certain cereals. 


In the case of adults, actual contact with 
the offending substance is more important— 
feathers, washing soap powders, face powders, 
pollens and ointments are generally the offending 


agents. 

In our series we have seen in three instances 
with the mild irritation described above that is, 
oedema, and a thin mucoid secretion 
associated with eosinophilia developing after- 
wards into the most severe from of bulbar type 
and in one case associated with corneal complica- 
tions. 


itching 


It might be mentioned here that corneal 
complications were extremely rare in our series 
only three in forty six, although bulbar types 
are common here. 


We never tried the skin test but have omitted 
different food substances from the diet, giving 
trial in each case for three weeks. Milk, meat, 
fishes, eggs and cereals have been omitted from 
the diet in a few cases, five in number, but the 
result is not to our satisfaction, except in two 
instances in one of which ommission of eggs 
and fishes and in another complete romoval of 
animal food from the diet are followed by decided 
improvement in the symptoms. 


LocaL TREATMENT 
(a) Mechanical, occlusion of the eyes—we 
have got no experience of this method in vernal 
conjunctivitis. 
_ (b) Radional. Radium—We have no practical 
experience but from the vast literature that has 
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been published from year to year it seems that 
it would be the remedy of choice in near future. 

X-rays—Never given this a trial. 

(ec) Chemicals and antiseptics. 

They form a formidable list and we _ have 
given trial to some of them. 

(1) Application of Boroglyceride to the con- 
junctival proliferations. We have tried in one 
patient unsuccessfully. 

(2) Acetic acid dilutm—Five to twenty minims 
diluted in two drams of distilled water. 


(3) Epinephrine 1 in 1000 diluted in distilled 
water. We have tried these two drugs in a large 
number of cases in our series especially during 
the early period of our practice. It is the failure 
of this treatment that lead us to try other 
remedies. 

(4) Solution of Quinine Sulphate. 

(5) Aqueous solution of sulphonated bitumen 
one to two per cent. 


(6) Salicylic ointment. 


(7) Collyriuut of antipyrin ten percent and 
instillations of two or three percent of strong 
silver protein. 


We have got no experience with the above 


remedies. 


(8) Zine Sulphate solution § in 
per cent strength has been used in large number 
of cases in our series either alone or during the 
course of treatment with other drugs. Occa- 
sionally it lessened the symptoms. Sometimes 
the irritating symptoms disappeared without any 
treatment before the onset of rainy season. 


(9) Fibrolysin. This drug has been used in 
Europe and America. Many wrote favourably 
about it amongst whom is Dr. W. S. LUEDDE. 


We have given this drug sufficiently long 
trial though only in about a dozen of patients, 
of whom eight reported fairly regularly for a 
number of years. They are mostly the private 
patients. Of these eight, in seven symptoms 
lessened after the instillation of Fibralysin and in 
the other it had no effect. These patients are 
all male and two of them are Mahomedens. 


one half 
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CASE NOI. Mahomedan Male aged 27 years, duration 
of the disease five years. Typical case of bulbar type 
Eosinophile in smears. Itching lacrymation and photophobia 
very marked. Recurrences of symptoms in every summer for 
the last five years. 


Acetic acid, Adrenalin used locally and caleium internally 
besides omission of meat from the diet had no effect in 
the beginning. Merck's Fibrolysin was used snecessfully in 
relieving symptoms in every recurrences for three season. 
Afterwards within course of a year the conjunetivae gra- 
dually cleared without any treatment. Slight ptosis of the 
eyelids were noticed but the palpebral conjunctivae is quite 
clear. On the last occasion when the patient came to me the 
conjunctivae looked normal. 

CASE NO. 11. TE IV. V.& VI. Are all under obser- 
vation for four to six years and all of them responded to 
fibrolysin so far as the symptoms were concerned but only 
in case No. V the conjunctival signs disappeared. Curiously 
enough the disappearance of the signs took place in this 
ease also when the patient was under no treatment 
whatsoever. 

CASE NO. VII. 
trouble first started in 1926. Came under our treatment. in 


Hindu) male aged 17 years :—Ey 
1930. Mixed type; only cracks and fissures with two or 
three flattened nodules on the upper tarsus, but the bulbar 
conjunctivae presented the typical appearance. Cornea was 
free. Eosinophilia positive. Improved with Fibrolysin in 
every recurrence, the signs are persisting. The elder 


brother of this patient had also suffered from vernal 
cenjunctivitis. We 


summer of 1919 and 1920 with acetie acid and adrenalin 


treated him in the hospital in the 
chloride without any benefit. He came to me_ with his 
brother in 1930 when I found him to be completely cured 
He told us that the eyes assumed normal 
in 1927 without any treatment. We examined the conjune- 


appearance 


tiva and cornea very searchingly with corneal loupe (12X 
and noticed no changes or discoloration. 

CASE NO. VIII. Hindu male aged fourteen years 
Duration of the disease when presented for treatment was 
Mixed type. Eosinophile 


three summers positive. Skin 


erruptions on the face and the body. Large granulations 


in the posterior pharyngeal wall. Tonsils enlarged. 


Running of the nose. No_ response to treatment with 


drugs—Fibrolysin, acetic acid and epinephrine _ tried 
without any effect. Internal use of Calcium and arsenic 
did no good. Correction of the error of refrection gave 
no relief’ Then all varieties of animal foods were cut 
off from the diet. At first there was no response but 
sometimes after the symptoms disappeared suddenly in a 
day (according to patients version. ) There was no eruption 
on the skin when the patient reported after the disappearan: 
of his eye symptoms. 

In the other four cases, the results are less 


satisfactory. 
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(10) Lactic acid. Within last few years the 
drug have been used in various conjunctival 
diseases. TONTSCHEFF was the first to give it 
trial in vernal conjunctivitis and published his 
results which was abstracted in B. T. O. Septem- 
ber 1930. His method of application are as 
follows. He anaesthetised the conjunctiva with 
five per cent cocaine lotion and_ epinephrine, 
Then the upper lid is everted and a horn plate 
is inserted below it to protect the eye and a 
ten present solution of acid is applied with 
cotton wool swabstick, After a minute or two 
the surface of the conjunctiva is neutralized 
with saline. If there are gross proliferations, 
they should be either curetted or excised before 
the application of the drug. Solutions up to 
forty per cent can be used. 

Our attention was first drawn to Lactic acid 
from its reported use in tubercular affection of 
the conjunctiva. We have used Lactic acid in 
Parinauds disease, Primary tubercular affection 
of the conjunctiva, Phlyctenular conjunctivitis, 
Trachoma and Vernal conjunctivitis. Before 
coming across Pontscheffs article, we used to 


drop fifteen per cent solution of Lactic acid by 
means of a dropper after cocanising the eyes. 
But now we follow his method. We generally 
start with ten per cent and increase up to twenty 
fiive per cent in vernal conjunctivitis. He have 
used it in five patients in all of whom the disease 


is from three to five years standing. The 
symptoms not only subside but conjunctival 
changes are also favourably influenced. From 
the few cases at our disposal, it seems that the 
result does not last long. However we have 
been using it only for an year and a half and 
therefore not in a position to give any definite 
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opinion. In our five cases, only two responded 
well but in the other three the effect is not 
so satisfactory. A point to be noted is the fact 
that after the application of the drug in stronger 
solution, the cornea immediatedly becomes 
milky but fortunately within a short interval 
it clears again. There is nothing alarming 


about it. 


(11) Ice application. In our experience the 
application of Ice is followed by lessening of 
the itching sensation in the majority of our 
cases but the effect is of short duration. 


(12) Ethyl chloride cauterziation—We have 
not yet given this a trial. 


CONCLUSIONS 


From the material at our disposal we can 
only say that ice application diminishes the 
sensation of itching in vernal conjunctivitis and 
Fibrolysin lessens the symptoms. The disease 
itself gets cured spontaneously without any 
treatment. * 
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Our Experience of Oleo-Thorax 
By R. N. TANDON, TD.D, D.ALR.E., 
Bhowali Sanatorium, U. P. 


INTRODUCTION 


The reason for reading this note is, that I 
wish to place before you, the technique we 
adopted, the difficulties we came across, and 
the results, we achieved in the application of 
“Oleo-Thorax”, as a therapeutic measure in a 
few cases of pleuro-pulmonary Tuberculosis, at 
the King Edward VII Sanatorium, Bhowali. 
We began this mode of treatment in 1930, and 
so far we have used it in six cases, including 
five cases of pyo-pneumothorax, and one case 
of haemorrhagic effusion, after rupture of a 
pleural adhesion. 


HISTORY OF THE TREATMENT 


I feel that a short history of the develop- 
ment of this method of treatment will not be 
out of place, in this note. 


“Oleo-Thorax” is a therapeutic measure, 
which consists essentially in introducing a 
mineral or vegetable oil, with or without an 
antiseptic into the pleural cavity. 


In 1906, the idea of injecting oil in serous 
cavities, for therapeutic purposes was first 
employed in Europe. In 1912, camphorated 
oil was introduced in the peritoneal cavity to 
prevent the formation of adhesions. In 1915, 
a worker, for the first time introduced small 
quantities of oil and gomenol in the pleural 
cavity of a case of pyo-pneumothorax, in the 
hope that gomenol would act as an antiseptic. 
(Gomenol is an essential oil distilled from a 
plant named _ wmelaleuca_ viridifolia). Other 
workers continued to employ this method, using 
small quantities of gomenol and oil, either with 
the idea of sterilizing the pleural cavity, or for 
preventing adlesions in cases where it was 
desirable to keep the two surfaces of the pleura 
apart. 

In 1922, Dr. BERNOU, who presumably 
thought that a small quantity of oil could not 
be effective, used it in larger quantities, and 


named the treatment ‘Oleo-Thorax”, and since 
then this method of treatment, and its modifica- 
tions have been gaining ground, chiefly in 
Switzerland, France and Italy, where this treat- 
ment has already passed the experimental stage, 
and has been accorded a_ recognised position 
as a valuable complement of pneumo-thorax 
treatment. 


the various antiseptics that have 
been used in oleo-thorax treatment may be 
mentioned, gomenol, eucalyptol. chaulmoogra 
oil and iodipin. They are all non-toxic, non- 
corrosive, and non-irritating. For incorporating 
these antiseptics two media have chiefly been 
used, wiz. olive oil and liquid paraffin. Of late, 
gelatin has been introduced in England, by 


CROCKETT of Glasgow. 


Among 


With the extended use of this form of treat- 
ment, the indications for it have also grown 
in number. The chief indications, now re- 
cognized are:—(1) To sterilise a pyo-pneumo- 
thorax of purely tuberculous origin, (2) to 
prevent the formation of adhesions, (3) to obli- 
terate pleuro-pulmonary fistulae, (8) to stabilize 
a shifting mediastinum, (5) and as a compress- 
ing agent for refills, instead of air, or gas. 

The treatment has also been criticized as 
not being free from certain risks, and the chief 
dangers which have been pointed out are: 
(1) the pleural reaction may _ immediately 
appear, or come on after 2 or 3 days. This 
consists in moderate or high fever, some-times 
This makes it desir- 


accompanied with effusion. 
able that always a small dose of gomenol and 
oil should be injected to find out the irritability 


of the pleura. (3) pleuro-pulmonary, and 


pleuro-cutaneous fistulae. 
THE TECHNIQUE 
Preparation of oil: The first point in the 


technique is the preparation of the oil, which 
is to be put in the pleural cavity, after the pus 
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has been removed therefrom.. We dbtain our 


supply 
STANISTREET & COMPAMY, and_ chemically 
pure olive oil from a firm in Calcutia. ‘I'he olive 
oil should be neutral in reaction, which can be 

testing it with the ordinary 
So far our supply has 
been found neutral. The oil is carefully filtered 
through filter paper placed in a clean glass 
funnel, and collected in a sterilised glass beaker. 
The required quantity of oil is thus collected, 
and the beaker containing it is then heated 
over a spirit lamp, a thermometer and a stirrer 
being left dipping in it. The oil is maintained 
at atemperature of about 220° F. for a period 
of 14 hours to sterilise it, after which the thermo- 
meter is removed, and the oil is allowed to 
to cool till it feels -just warm to the hand, when 
a sufficient quantity of gomenol is added with 
a sterile syringe to obtain a 5 to 10% solution 
of gomenol in olive oil. This solution is main- 
tained at body temperature by gentle heat. 
The oil is now ready for injection. It is con- 
venient to prepare the oil at the bed side of 
the patient. 


ascertained by 
litmus paper. 


The apparatus necessary for the operation: 
(1) Dieulafoy’s Syringe, with three connecting 
pieces of India rubber tubing. (2) A vessel ‘to 
collect pus (usually a wide mouthed pint bottle), 
(3) Gomenol oil prepared in a beaker (as des- 
cribed above), (4) Novocain solution 2%, and 
a 2 cc. syringe, (5) A thick bore needle, with 
an internal diameter of about  } to 1 m.m. 
Usually, the needle supplied with the Dieulafoy’s 
short needle is prefer- 
A pneumo-thorax 


syringe does well. A 
able to a long one, (6) 
apparatus, with the necessary needle. 

The Operation: The 
removing as much pus or fluid from the chest 


operation consists in 


cavity as possible, and replacing it with gomenol 
oil. It is desirable, that along with the as- 
piration of fluid or pus, ait should be introduced 
to take its place, and the same let out, when 
oil is put in. We have not employed the last 
procedure as a rule, and it will not be deseribed 
here. For the simple operation of> 
pus or fluid with oil, the physician needs two 


of pure gomenol from Messrs. SMITH 


always’ 


‘intercostal space, 


replacing: 


trained assistants. to ‘assist him during the 
operation, ~The physician, and one assistant 
are required to wash their hands and sterilize 
them as for a surgical operation. We do not 
put on any gloves. 


When we started’ oleo-thorax work, we 
adopted the usual position of thoracotomy for 
the patient, i.e. the patient lying on his side 
against a bolster, with his arm raised over his 
head, but with experience we found this position 
to the patient, and with few 
advantages to the physician. Therefore we 
changed on to a more natural position. We now 
make the patient actually sit up on his bed, or on 
a table, use a back rest and stretch out his legs 
to full length ; he rests his arm, on the side in 
which oleothorax is to be done, on his head. 
This position makes the ribs open out and the 
physician gets a good approach to the chest wall, 
and is able to put the needle into one of the 
intercostal spaces with ease and precision. 


most awkward 


A site for puncture is now selected ; we have 
been selecting a point usually inthe 8th or 9th 
in the mid-axillary line, but 
latterly we have been making the puncture in 
the same space, a little medial to the anterior- 
axillary line. The part is cleaned with rectified 
spirit, painted with tincture of iodine, and 
allowed to dry. Novocain is injected with a 
2ec. syringe into the spot selected for the 
puncture. The needle is gently pushed into 
the pleural cavity, and the pus or fluid is 
aspirated into a measured bottle. As much pus 
as it is possible to withdraw without causing 
undue pain or discomfort to the patient, is taken 
out. Some-times, a little bending forwards of 
the patient helps in the withdrawal of the last 
portion of the fluid or pus. After the aspiration 
is finished, the patient is asked to slip down the 
bed or table and lie on his sound side. By the 
reverse process of using the Dieulafoy's syringe, 
the oil is putin. Asarule only 2/3rd the quan- 
tity of pus removed, should be replaced by oil to 
avoid producing a high intra-pleural pressure. 
It takes about 20 to 25 minutes ‘to fill in about 
600 ce. of oil, which is about the maxiniuni 
quantity that our patients ‘have been given. 
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At the end, a little air may be forced in, the 
needle -withdrawn, and .the puncture site well 
rubbed. A fairly tight bandage is applied over 
the chest and the patient is advised to lie on 
his sound side, most of the time, and to place 
his hand at the site of the pufiéture, whenever 
he coughs. Usually a cough linctus is also given 
to allay excessive and violent cough, which is 
liable to force out air or oil through the needle. 


THE REFILLS 


The first injection consists of 10 to 20 ces. of 
5 to 10% oil and gomenol, this being the test 
dose, and we have invariably given this in all 
our cases. In none of our cases, did we get any 
reaction. In one case, some breathlessness was 
noticed after the injection, and there might 
have been some effusion, but this complaint was 
short lived. The test injection is followed ina 
day or two by bigger refills. 


The interval between the refills, depends 
upon the condition of the patient, and the nature 
of the fluid aspirated, at the previous sittings. 
If pure pus is aspirated the refills are given 
at intervals of 10 to 15 days, a shorter interval 
than this not being liked by the patient. If 
a mixture of pus and oil exists, the interval 
is made alittle longer e.g. 15 to 20 days, thus 


allowing the oil to get absorbed and the gome- 


nol to act on the surface of the pleura. If pure 
oil is found, the patient may be left alone fora 
period of one to two months, till the oil shows 
signs of absorption, the patient being fre- 
quently screened inthe meantime. In this con- 
nection it should be noted that oil being lighter 
than pus, floats on top, and if the puncture is 
made high, only pure oil may be withdrawn, the 
pus lying at the bottom. If pure oil is aspirated 
on two successive occasions, the presumption 
would be that there is no more secretion of pus, 
and therefore the case should subsequently be 
treated with pneumo-thorax alone, or the lung 


be allowed to expand. 


THE REPLACEMENT OF GAS 


So far we have not tried gas replacement 
with oleo-thorax as a routine. However we 
have done it on a few occasions as noted above. 
The advantage offered by this method is that 
the pus can be removed, and replaced by oil, 
without disturbing the collapse of the lung at 
all. I believe, that the type of case viz. pyo- 
pneumothorax, in which we have tried ‘Oleo- 
thorax’ gas replacement is hardly ever necessary, 
unless done for the purpose of determining the 
air pressure, after the end of the operation. 
The principal reason for not doing a gas re- 
placement, as a routine, is that the pleura is 
generally so much thickened that it would not 
allow the lung to expand during the short period 
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of the .oleothorax operation. Moreover patients 
dislike being punctured in two places. 

We are now, however, beginning to realize 
that to find out the air pressure at the end of 
operation, is important in view of the possible 
complication of external fistula. Therefore I 
would advocate its routine use, wherever 
sufficient staff is available. Dr. BERNOU uses 
in oil manometer, but not having used it, we 
are not able to judge of its usefulness. 


THE COMPLICATIONS 


The only important complication that we 
came across in this method of treatment was an 
external fistula. This however is a grave com- 
plication as it seriously affects the prognosis of 
a case, since secondary infection is most likely 
to invade the pleural cavity, sooner or later. 
This complication was present in three out of six 
of our cases. In one case it came on after 2 
or 3 refills, made itself noticeable by the 
apperance of a swelling at the place where we 
had made the original puncture, the swelling 
increased in size, and eventually burst open, 
and thus an external fistula was established. 


The likely causes of this complication are :— 


(1) High pressure of the oil, inside the pleural 
cavity, (2) Excessive Cough, (3) Friable pleura, 
(4) Using a thick bore needle, (5) Making the 
puncture in an unsuitable position, (6) Faulty 
technique, whereby the oil is deposited out side 
the pleura. 


As soon as the swelling appears, we should 
remove the oil from the chest cavity through a 
second puncture, leave a negative pressure in 
the pleural cavity; and continue repeated 
aspirations, as long as any fluid can be made 
out on screen examination, at intervals of about 
a week. The swelling itself is aspirated as often 
as necessary. The part is kept clean with 
acriflavine lotion (1/1000). ‘T'r. iodine is best 
avoided, as it is found to have a devitalizing 
effect on the skin. A tight bandage over the 
swelling is of some help. ‘The pressing is changed 
as soon as any discharge is noted soaking 
through. In our limited experience this treat- 
ment was of no avail in one case, but in another 
case it apparently resulted in the closure of the 
fistula. 


Another serious complication is broncho- 
pleural fistula. In one of our cases, we came 
across complication, but it had probably existed 
before we started the oleo-thorax, and it was 
discovered, when we injected the oi! into the 
pleural cavity. The patient at once complained 
of taste of the oil in the mouth. This patient 
was doing badly otherwise and the treatment 
had to be abandoned after the 2nd. refill. 


Apart from these complications, the patient 
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may complain of a little pain in the chest or 
of breathlessness, but these complaints are not 
of much consequence and generally yield to 
symptomatic treatment. 


THE LENGTH OF TREATMENT 


Oil acts as a foreign body in the pleural 
cavity, and has a tendency to find its way out, 
either through the skin or through the lung. 
Therefore it is desirable that oleo-thorax should 
be maintaind only for such a length of time, as 
it is considered absolutely necessary. In cases 
of pyo-pneumo-thorax, it should be kept up only 
as long as there is any pus in the pleural cavity. 
When clear oil returns on aspiration, the lung 
should either be allowed to expand, or simple 
pnuemo-thorax be continued. 


In two of our cases, who have apparently 
completely recovered, the treatment was main- 
tained for about 9 months in one, and for 
about 4 months in the other. The former had 
about 8 refills, and the latter about 6 refills. 


RESUTLS 


In all oleo-thorax was tried in six cases ; 
of these five were cases of pyo-pneumo-thorax, 
and one of haemorrhagic pleural — effusion 
following upon the rupture of an adhesion. 
Amongst the five cases of pyo-pneumo-thorax 
three had developed it as a complication of 
pneumothorax treatment, one had developed it 
after spontaneons pneumothorax, and the re- 
maining one had developed it after simple 
pleurisy with effusion. 


Of these five cases, two did very well. On 
discharge from the sanatorium, they had got rid 
of the pus in the pleural cavity. One of them 
continued A. P. treatment, while the other had 
discontinued even that. Both of them are doing 
well now. One of them has been well now for 
about 2 years, after all the treatment was 
discontinued. In three cases the treatment had 
to be abandoned, because of the development 
of external fistulae from the pleural cavity. One 
of these patients has been apparently cured of 
this fistula, but his disease has not yet been 
completely arrested. One patient who refused 
further treatment and left the sanatorium against 
advice, is reported to be doing well, and seeks 
re-admission. The third patient is dead, 


The case of haemorrhagic pleural effusion 
was given two refills, when it was abandoned, 
because the patient was going down hill very 
rapidly. This patient is also now dead. 
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CONCLUSION 


(1) Oleo-thorax if judiciously used, and 
carefully performed appears to be a means of 
great therapeutic value in cases of pyo-pneumo- 
thorax, especially when adjunct to A. P, 
treatment. 


(2) External fistula is a frequent and very 
serious complication, and every precaution 
should be taken to avoid it. 


CASE NOTES 


(1) M. A. Mohamedan male, age 25 years, ill in Sept. 
29th A. P. done in Nov. 1929; fluid appeared ; admitted 
K. E. S. March, 1930. Ultimately fluid became purulent in 
August 1930. Oleo-thorax aaotel. In June 1931 the patient 
was doing well, taking long walks, free from temperature. 


Remark: At one time after his admission into 
the Sanatorium the patient’s condition was very 
serious, but oleo-thorax apparently seems to have 
changed the whole picture. 

(2) S.N. G. Hindu male; age 38 years; ill in May 
1931 ; admitted Sanatorium August 1931; A. P. was started ; 
did well ; developed effusion; A. P. continued; June 1932 
found fluid changed into pus, patient doing otherwise well ; 
July °32 oleo-thorax started ; Nov. °32 patient discharged 
cured of his pyo-pneumothorax ; A. P. treatment continued, 
patient doing very well. 

Remark: This patient had pyo-pneumothorax 
without any symptoms, he is now apparently 


. cured. 


(3) J. Kk. F. Female; age 16 years; ill in Feb 1930 
In April 1930. A. P. started ; did well till the end of 1930 
when she developed effusion ; did well again ; end of June 
1931 suddenly upset. ruptured an adhesion, haemorrhagic 
fluid withdrawn ; Sept. 1931 the patient was put on oleo- 
thorax ; after second refill the patient had taste of oil in the 
mouth ; oleothorax discontinued ; patient was rapidly goin 
down. She was discharged from the Sanatorium, di 
sometime later 


Remark: The interest about this case is that 
the patient had a broncho-pleural fistula which 
was detected after giving the oil. 


(4) B §S. H. male ; age 24 years ; ill in April 1930; A. P. 
was given; developed — fluid; admitted K. E. S. March, 
1931; fluid changed into pus; May 1931, oleo-thorax 
started; in the middle of November he left the Sana- 
torium, without any amelioration; re-admitted in March 
1932, when he had a big swelling in the chest wall on the 
oleo-thorax side. This swelling was aspirated twice and 
large quantities of pus removed, The patient left the Sana- 
torium in about a month’s time in a very bad condition, 
and he must be dead by now, 


Remark: This case very well illustrates the 
seriousness of external fistula as a complication. * 


* Read at the Scientific Section of the IX AN-India Medical 
Conference held at Lucknow, December. 1932. 
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Editorial Comments 


The debates in the Legisiative Assembly on 
the Indian Medical Council Bill make us revert 
once again to the subject in these columns. 
As will 
motion for total 
defeated and it was 


Committee composed as follows : 


have been seen from the Press, the 
of the Bill was 
a Select 


rejection 
referred to 


Sir B. L. Mitrer, F. Noycr, Dr. DALAL, 
MAJOR GENERAL MEGAW, I. M.S., StR HENRY 
GIDNEY, I. M.S., (Retd.), HARBANS SINGH, 
GAYA PRASAD SINGH, S. C. SEN, AMAR 
NATH DUTT, SITARAMRAJU, S. C. MITTRA, 
H. ISMAIL KHAN, M. YAMIN KHAN, ABDULLA 
SUHRAWARDY, R. K. REDDY, ANKLESARIA 
AND G. 8S. BaJPaAl. 


We would have preferred that the Bill, as it 
stands, should have been rejected since it is 
wrong, to our mind, in principle; and as one 
of the members pointed out, it is questionable 
whether the Select Committee will be permitted 
to alter the principle upon which the provisions 
are founded. The provisions are in themselves 
contentious and capable of much modification, 
but if the principle remains 
advantages of modifying the provisions alone 
are inadequate. As a matter of fact, the debates 
in the Assembly show what a great fog exists 
in regard to the principle of the Bill. This is 
due to the fact that the Government themselves 
have been uncertain in mind on this important 
point, with the result that the present preamble 
to the Bill is far different from that originally 
published. The first preamble gave the object 
of the Bill as being the institution of a uniform 
standard of medical education in the country. 
It did not qualify this education as “higher” 


unchanged the 
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medical education as done in the present 
preamble, the object of which is so 
So far Government have retreated from one 
post to another, but now, from SIR Fazti 
HOSSAIN’S last speech they appear to have taken 
up their stand on this ground. 


obvious. 


* 


While we cannot disguise our regret that 
the Bill was not rejected in the Assembly we 
suffer no disappointment because we anticipated 
this result in view of the majority which CGovern- 
House. And at the 
same time we are filled with admiration and 


Assembly 


ment commands in the 


gratitude to those members of the 
who put up such a gallant fight on behalf of 
the Indian medical profession. It showed that 
they had a very thorough grasp of the whole 
question and were easily able to refute the claims 
of the Government 
cannot but admire the wealth of evidence adduced 


benches. In particular we 


to show how the 
Yovernment of India have been guided by the 
British General Medical Council. Mr. MAswoop 
AHMED and DIWAN BAHADUR RAMASWAMI 
MUDALIAR were entirely convincing on this point, 
other the 


minds and footsteps of the 


as the latter put it—“‘Somehow or 
Government of India have succumbed to the 
magnificent authority of the General Medical 
Council, that they have approached it with bated 
breath and whispering humbleness, that they 
find themselves overawed by that great body 
which sits in supreme judgement over questions 
relating to medical education or the medical 


profession.” 


Passing on to the question of reciprocity there 
is really nothing new to be said, after all that 
the Indian Medical Association has from time to 
time indicated, but here again the members of 
the Assembly show themselves not only fully 
apprised of the case but completely at one with 
those feelings and sentiments of the Indian 
Medical profession, 


indentical with those of the country. 


which in this instance are 
Reciprocity 
premises a basic equality, it does not imply the 
application of an initial handicap to one party 
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or the other, but this is just the type of recipro- 
city which the Bill comtemplates. What are 
the facts ? In the first place, the General Medical 
recognition of the Indian 
Medical degrees. India was powerless to reta- 
liate but on the other hand the Government 
proceeded, other methods having failed, to intro- 


Council withdrew 


duce a Bill which automatically recognised the 


degree approved by the British General Medical 
Council making no stipulation that the General 
Medical Council on their part should re-establish 
recognition of Indian medical degrees. Could 
there be a more inequitable proposition, especi- 
ally when it is realised that the proposed com- 
position of the Council indirectly and _ subtly 
gave its control into the hands of the British 
Medical Council ? Following on the same con- 
ditions India would be under the obligation to 
recognise the medical degrees of other dominions 
and colonies of the British Empire without 
obtaining any similar advantage for herself ? 
Where is the equity of it at all ? 


* * * * * 


Regarding the composition of the Council 


there is not much to be said. It was felt from the 
conditions and qualifications laid down that the 
way was being paved fora dominating official 
or quasi-official block. Thus we can understand 
why teaching qualifications in the Graduate 
representatives were stipulated and why the 
election was suggested to be left with the 
Medical Faculties rather than with the Senates. 
We can also realise why the Andhra University 
was not included in the Schedule. A_ critical 
analysis by members of the Assembly of the 
composition of the Council brought out this 
point effectively. We have also showed how 
subtly the link between the British General 
Medical Council and Indian medical education 
was proposed to be welded. 


* * 
* 


* * 

The Licentiates found many champions, and 

it is to their credit that even opponents to their 
inclusion in the All India Medical Register had 
to pay a tribute to their qualifications and service, 
even DR. DALAL, the one exception in the 
Assembly who was found to give the Bill as 


JOURNA 
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it stood his whole-hearted support. In fact so 
impressive are these tributes that it leaves us 
wondering how any one can in one breath 
indulge in eulogies and in another deny them 
inclusion in the All India Register. However 
that may be, their case was evidently so strongly 
and abiy put that Government have been com- 
pelled to side-track the whole issue by suggest- 
ing that the All-India Medical Register should 
be done away with entirely, on the plea that 
the present provincial registers give all the 
benefits which the medical practitioners in India 
require. The suggestion is an astounding one. 
We cannot imagine the utility of an All India 
Medical Council, with an elaborate system of 
election and with large powers of inspection 
and control functioning without a_ register. 
For instance, where would a foreign medical 
council have to look to ascertain the qualifica- 
tion of an Indian doctor in order to establish 
the bonafides of his degrees ? How, for instance, 
would reciprocity be worked, how again would 
fees be collected if it is contemplated to charge 
fees in order to provide certain part of the funds 
for the maintenance of the Indian Medical 
Council ? If it is now contemplated that the 
medical body should be merely asort of co- 
ordinating or inspecting board, we think the 
sooner that proposition is abandoned the better. 
There is no reason whatever to incur, particu- 
larly in these days of financial stress, an 
expenditure of Rs. 80,000 to Rs. 100,000 on a 
board or on a council whose purpose was so 
uninspiring. 


* * * * * 


A feature of considerable importance in regard 
to this Bill and one which requires’ to be 
brought prominently to public notice is that on 
which DiwAN BAHADUR MUDALIAR spoke with 
deal of emphasis. He showed that 
although the opinions on the Bill had been 
received from various authoritative organisa- 
tions, Government appear to have been entirely 
impervious to their views. The Bill introduced 
Assembly took absolutely no heed of 
and in fact, while even 
recommended an 


a great 


in the 
the views expressed, 
the provincial Governments 
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elected President, the Bill merely re-iterated the 
provision for a nominated one. 


* * * * * 


We cannot do more at this juncture than to 
point out the main features of the Bill to which 
we take strong objection. We are satisfied 
that many of the Assembly members are so 
fully cognizant of our views and we are indeed 
grateful to them for the excellent stand they 
made on behalf of the Indian medical profession. 
In thanking them we would express the hope 
that the Select Committee will succeed in 
bringing forward a much more acceptable 
measure than the bill which has been referred 
to them for consideration. We would request 
that they should be particularly vigilant on the 
following points:—That the power of the 
Council must be real. It must be born unfetter- 
ed by the trammels of the British Medical 
Council. It must be on an equal footing with 
similar bodies in other countries so as to be 
able to establish reciprocal relations in the 
recognition of medical degrees. The Council 
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must be free from official domination, and a 
nominated President not be prescribed. 
The rights of all universities must be equally 
recognised and the Licentiates who form the 
backbone of the medical profession in India 
must be included in the All-India Medical 
Register, the establishment of 
absolute necessity. 
must be accorded to 
The statement of these essential aims implies 
a wider principle than Government would appear 
but anything less, we may say 


must 


which is an 
Privileges and immunities 


registered practitioners. 


to concede, 
without reserve, will fail to satisfy the entire 
Indian medical profession. 


%* * % 


ERRATUM 


We regret owing to printer's errors a mistake 
has crept in the letter press of figs. V & VI, 
P. 283, Vol. IT, No. 7, March 1933 in the article 
“Preparation, Action and Uses of Irradiated 
Ergosterol” by DR. PANCHANON BOSE and N. K. 
Basu. The letter press should be reversed. 


Medical News and Notes 


{Items of news and notes of general interest to the profession 


for incorporation in this 


section from the members 


of the profession will be greatly appreciated—EDITOR | 


Tropical Medicine Association. The Ninth Con- 
gress of the Far Eastern Association of Tropical 
Medicine will be held in Nanking, in October 
next. It is understood that the Chinese Govern- 
ment has issued invitations to all the Govern- 
ments of the world including the Government 
of India. 


% * %* * * 


J. G. of Civil Hospital for N. W.F. The post of 
the Chief Medical Officer, North-West Frontier 
Province, has been converted into that of 
Inspector-General of Civil Hospitals, Lieut. Col. 
C. I. BRIERLEY, C.1.E., M.R.C.S., I.M.S., being the 
first to hold the post. : 


* * * * 


Prevalence of Filariasis in Travancore. The 
incidence of filarial infection and filarial disease in 
the Travancore State is very high when compared 
with that in other parts of India. Elephantiasis 


of legs, hands, scrotum and hydrocele are the 
common affections. Surveys conducted recently 
by the State Public Health Department, both at 
the capital and in taluks of Shertalai, Ambala- 
puzha and Karthikappalli, have revealed many 
interesting facts. 31,000 blood films were 
examined in Trivandrum town and 3,268 or 
10°5 per cent were positive for micro-filaria. 
The filarial infections in the taluks of Shertalai 
and Ambalapuzha are different from those 
observed in other parts of India. The micro- 
filaria found in the human carriers in these 
taluks are distinct from the common filarial worm 
belonging to a species hitherto unrecorded in 
India, and the transmitting mosquito is not culex 
but mansonioides. A field station has been 
started at Pattanachud in Shertalai, with a small 
staff, to make further studies on the method of 
infection and to devise control measures to check 
the spread of disease. 


* * 
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Cancer In Travancore State. In a recent interest- 
ing lecture on “Cancer in the mouth” DR. ORR 
of the Neyyoor London Mission Hospital observed 
that the disease was nearly six times more 
common in Travancore than in any other part 
of the world. The number of cancer cases that 
came up for treatment during the last five years 
in the Neyyoor Hospital was 669. The prime 
cause of the disease, according to him was betel 
chewing and the disease was mostly prevalent 
among the low class people. According to the 
lecturer, betel chewing, especially with chunnam 
(lime) and Vadakkan tobacco, was most injurious, 
The action of the chunnam (lime) on the tobacco 
generated a poisonous substance which contri- 
buted to the formation and development of the 
disease. Defective food lacking in vitamin was 
another contributory factor. The chief food of 
the lower class people in Travancore was tapoica, 
which, however, otherwise beneficial, conduced 
to the growth of cancer. In certain parts of the 
Madras Presidency, particularly in districts of 
Tinnevelly and Madura the disease was not 
uncommon but it was not so common as in 
Travancore. ‘he people in those parts used 
Jaffna tobacco and stone lime which were less 
injurious than Vadakkan tobacco and chunnam 
lime. 


Madras Medical College. ‘he Government of 
‘Travancore announce that six seats are reserved 
for ''ravancore students in the Medical College, 
Madras, for the medical course commencing Ist 
July 1933, of which two are intended for women 
candidates if they are forthcoming. The selec- 
tion of the students rests with the Travancore 
Government. No fees will be levied by the 
Madras Government in resp-ct of candidates so 
selected, but they will have to pay to the Travan- 
core Government fees at the same rates as are 
paid by students belonging to the Madras 
Presidency, women students being allowed the 
concession of half these rates. ‘l'ravancoreans 
seeking admission to the Medical College for the 
course commencing July 1933, are required to 
apply in forms preseribed by the Medical College, 
to the Durbar Physician, ‘l'ravancore, before the 
Ist June, 1933. 


# # 


A Pious Hope. In course of his _ presidential 
address at the annual conference of the rural 
anti-malarial societies held in Calcutta in March 
last the President, MR. SURENDRANATH MULLICK, 
(.1.E. said that the Government, at the instance 
of the Sanitary Board and under the Embank- 
ment Act, had agreed to help them by relea- 
sing their control over smaller rivers, They 
had, the speaker understood, agreed to help 
them in all such cases where public bodies would 
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request them to doso. He further hoped that 
of the two crores of rupees that Bengal expected 
to get asaresult of setting aside the Meston 
Award, one crore would be spent in anti-malarial 
work in Bengal. 


* + * * 


Sanatani Hospital in Calcutta. It is reported that 
endeavours are being made in Calcutta by 
several prominent men to establish a hospital 
for those who are conservative in their mode 
of life and habits and who strictly adhere to 
the Hindu customs. It will, on the other 
hand, be a most liberal institution in the sense 
that the organisers will not put any bar upon 
any conservative Hindu willing to enter the 
hospital as a_ patient if he or she belongs 
to the lower rank of the Hindu society. As 
according to orthodox rules, the Hindus 
cannot take any article of food without first 
offering it to their God, there will be provision 
in the hospital for the installation of the image 
of a Hindu god to whom first the diet will be 
offered and then, as a part of the offering it 
will be distributed among the patients. 


The hospital will be located on the bank of 
the Hooghly and will consist of 25 beds for 
the present. It is estimated that about a lakh 
of rupees will be required for the purpose. 


* # # * 


Dr. Jivraj Mehta. ‘he Standing Committe of 
Bombay Corporation at a recent meeting declined 
to give further extension of leave to DR. JIVRAJ 
MEHTA, the Dean of the King Edward Memorial 
Hospital, who is at present serving a sentence 
of two years’ imprisonment for breach of a parole 


order. DR. MEHTA was granted leave for 
14 months last year after his arrest and this 
leave expires on May 6, 1933. His sentence 
expires on May 3, 1934. The action of the 
standing committee, it is understood, is the 
consequence of the circular issued by the 
Bombay Government that no municipal officer 
or servant convicted for any offence should be 
allowed to draw his pay while in Jail. 


British Army Medical Services. 1t is reported 
that an official in discussing with Reuter the 
present conditions of service in the Royal Army 
Medical Corps observed that the British Medical 
Schools in England were virtually boycotting 
the medical services, because the Government 
“does not make the career worth while either 
in pay, pension or conditions of service.” More- 
over, it is claimed that owing to shortage of 
candidates, which must be borne on the home 
establishment, officers are compelled to serve 
long periods abroad. 
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It is pointed out that the authorised peace 
establishment of the R. A. M. C. officers in the 
year immediately preceding the war was 1,026 
of which number 321 were required for India. 
In 1925, the provisional peace establishment 


was further reduced to 883, allowing 290 for 
India. 


Moreover, while the R. A. M. C. requires 
50 officers annually, the number of applicants 
for commissions in late years has rarely been 
half that number. 


* * * * 


Birth Control Defended. Defending the cause 
of the much debated needs of spreading the 
knowledge of birth control among lay people, 
Professor JULIAN HUXLEY is reported to have 
made the following observations while speaking 
at a meeting in London in April last : 

Contraception, if properly used may, be one 
of the most potent instruments for improving 
human conditions. Like any instrument it may 
be misused and that does not make the instru- 
ment a bad thing. 


It is far more moral than condemning the 
human race to a sort of impotent scramble for 
subsistence in the midst of an _ over-populated 
country and meantime inflicting a great deal 
of avoidable suffering on a great number of 
women. 


The birth control movement is a new instru- 
ment in the hands of humanity to relieve indivi- 
dual suffering, control a nation’s birth rate, 
population and eugenic progress. It is of the 
utmost importance internationally to make for 
peace and to prevent wars of aggression due 
to over population. 


Lemonade and Antimony. Antimony oxide is 
widely used in place of tin oxide in the enamell- 
ing of hardware and the Ministry of Health 
in England has issued, as the result of several 
outbreaks of antimony poisoning, due to the use 
of cheap enamelled vessels, a warning against 
the use of these goods for the preparation of 
food and drink. 


DEBT OF MEDICINE TO SCIENCE 375 


It is stated that 65 persons were seized by 
acute vomiting and a number collapsed after 
drinking lemonade prepared from fresh lemons 
in enamelled jugs on a Christmas dinner at a 
London Hospital. 

Examination of the vessels in which the 
lemonade had been prepared, showed that the 
enamel coating had been disintegrated by the 
acid in the lemons. and the lemonade consequently 
contained a large quantity of antimony in 
solution. 


* * * * * 


World's Radium Production. Medical men will be 
interested to know that the price of radium has 
fallen by 50 per cent since the year 1922. This 
fall is probably due to the fact that there has 
been a considerable increase in the production of 
radium. Statistics show. that between the years 
1892 and 1922, the world’s production of radium 
totalled 205 grams while between 1922 and 1931 
a further 350 grams were produced and during 
the last two years the production amounted to 
70 grams. 

Pa # * # * 

Cure for Cancer. Professor GOsSET, Chief Sur- 
geon of the Salpetriere Hospital, communicated 
to the London Academy of Medicine the results 
of research on the treatment of cancer by 
cobra venom as undertaken by Dk. TAGUET 
of Paris and DR. MANAELESSOR of New York. 


Since 1930 these workers treated 115 patients 
suffering from malignant tumours which had 
reached the inoperable stage and their cases 
included cancer on the tongue, liver and stomach. 
Injections of cobra poison prepared by the Pasteur 
Institute were given and in anumber of cases 
they found that when the snake poison did not 
completely arrest the progress of the malady 
it afforded great relief. 

It is reported that in some cases development 
of the cancer’s growth was completely stopped. 

Professor GOSSET does not claim snake venom 
as a cure for cancer but he is satisfied that in the 
great majority of cases it relieves the sufferings 
of patients when all else has failed and_ that 
it may prove a powerful weapon in the fight 
against this terrible disease. 


Debt of Medicine to Science 


Taking “The debt of Medicine to science” as his 
theme, Dr. S. SUBBA RAO, Senior Surgeon with 
the Government of Mysore, presiding over the 
joint session of ths South Indian Science Asso- 
ciation, Bangalore, Society of Biological Chemists, 
India and the Indian Chemical Society (Madras 
branch) held in April last, observed : 

“There have been some misconceptions in the 
minds of the lay public, who place Medicine out- 


side the realm of science and who believe that the 
cleverness of the doctor consists in merely writ- 
ing a prescription which perhaps is undecipherable 
to the initiated. While not deprecating this class 
of doctors, who by dint of experience arrive at 
quick decisions with regard to the diagnosis and 
the line of treatmennt to be adopted in each 
simple case but it must be acknowledged that 
every complicated case that comes for advice 
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and treatment is in fact a scientific problem, 
that requires investigation on strictly scientific 
lines. 

“The two main gateways of science are obser- 
vation and _ experiment. Experiment without 
observation would be fruitless ; and observation 
without experiment is impossible. The same 
methods prevail in Medicine. Experiments may 
no doubt be conducted on animals and the 
results noted. Individual cases of disease are 
experiments performed by Nature on a small scale, 
and epidemics on a very large scale. Careful 
scientific observation of these individual cases, 
as well as epidemics has resulted in the discovery 
of their causes and their mode of spread, 
thereby led us to devise curative and preventive 
measures. 


Medicine, therefore, obtains its nurture from 
the fundamental sciences, it uses the well-known 
methods of science in the investigation of its 
daily problems, and it utilizes the powerful 
weapons that science has_ placed in its hands 
in the grim warfare against disease and suffering. 
Medicine Jong ago emerged from the empiricism 
of ancient days into ascience. The discoveries 
and achievements of science have harnessed the 
forces of Nature for the benefit of mankind, 
and made this earth a more and more comfortable 
place for us to live in. They have added great 
strength and vigour to life and even made death 
more and more remote. 


“There is but one dark chapter in the history 
of science. A great deal of scientific ingenuity 
and inventive genius have been wasted in the 
manufacture and perfection of the destructive 
paraphernalia of warfare. ‘This, in my opinion, 
is the only kink in the brain of science. I think 
it is the duty of all scientists, to whatever nation- 
ality they may belong, to revolt against this 
state of affairs and refuse to permit their disco- 
veries to be used for the ends of destructive 
warfare. I may add that while chemists were 
actually engaged in producing the largest bombs 
and shells or the most poisonous gas, during 
the war, medical men were actively egaged in 
finding new methods of treating wounds and 
saving the lives and limbs of shell-shocked, 
gassed and mutilated human beings. 


“Medicine opens out a very wide field of 
research for all men of science, and they can 
apply their skill to greater advantage by assist- 
ing those whose main concern is to render this 
earth more and more comfortable and convenient 
for human habitation, and to raise the efficiency of 
human life by alleviating suffering and length- 
ening the span of human life. 


‘action, and in what 
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The pharmacologist who is after all a bio- 
chemist has taught us the effect of drugs on 
animal tissues. We know that certain drugs 
have a selective action. Digitalis, for example, 
acts on the heart and strengthens the contrac- 
tions of its muscular fibres and_ strychnine 
in large doses stimulates the nerve centres in 
such a manner that powerful electric discharges, 
which we call motor impulses, are conveyed 
to the muscles, resulting in deadly clonic con- 
vulsions. Why these drugs have a selective 
manner they affect the 
particular cells of the body, is not easy to 
understand and requires investigation. Chemistry 
has not unravelled this mystery, perhaps modern 
Physics with its knowledge of the fundamental 
constitution of matter may be able to explain 
it by configuration of the electrons contained in 
the drug and the living cell. 


Then, again, the effect of radiation of 
different wave-lengths in living cells opens 
out another field for research. We know that 
X-rays produce inhibition of the growth of 
living cells in tumours but at the same time 
prolonged exposure may produce exactly the 
opposite effect viz. proliferation of cells resulting 
in X-ray cancer. What is the exact manner 
in which these radiations act on the atoms in 
the living cell is another problem requiring 
solution. Is it possible to think of these radia- 
tions so altering the configuration of the elec- 
trons in the atoms composing the living cell 
that karyokinesis is suppressed or stimulated ? 
If I may be permitted to speculate, the difference 
between living matter and dead matter, between 
protoplasm and proteid, may lie in the con- 
figuration of the electrons in their atoms. It 
may be a question of “Electronic Isomerism” 
if I may say so on the analogy of isomeric 
compounds, which may have even antagonistic 
properties due to variations in atomic configura- 
tion within the molecule. Scientists seem to 
agree that at some period of its history the 
earth was a burning mass of matter, with such 
a high temperature that, what we know as life, 
was impossible on its surface. 


Life, therefore, must have made its appearance 
for the first time we know not how nor exactly 
when. If scientific research can unravel the 
mystery of the exact difference between dead 
proteid and living protoplasm, a great deal 
of light will be thrown on the origin of life 
on this planet. After all it may be the same 
as the difference between a piece of harmless 
copper wire and what the electrician calls 
“live wire.” 





Case Notes 


Case of Antral Polypus. 
By 8S. N. KAUL, ™. B., ch. B. (Edin.), Lahore. 


Mr. A. C., aged 66, Amritsar. 


Admitted July 15, 1932. 


History of growth into the throat, which has 
been coming in for the last six years. 


Symptoms : 


Complains of obstruction in the throat and 
difficulty in swallowing, snoring at night, cannot 
speak well. The polypus is as big as a large 
hen’s egg, round and reddish white in colour, 
firm to touch. Is hanging by a stalk which is 
rising from the middle meatus of the left nostril. 


On pressing the base of the tongue and coughing, 
the polypus comes forward and occupies the 
buccal cavity, covering 2/3rd nf the tongue. 
A part of the polypus is seen in the middle meatus 
of the left nostril. The polypus recedes into 
throat, when the patient performs the swallowing 
movements. 


Treatment : 


Under general anaesthesia the polypus mass 
was removed completely. Recovery was unevent- 


ful, the patient was discharged from the hospital 
on the third day after the operation. 


The interest of the case lies in the fact that 
the polypus mass could be brought forward into 


the mouth and retracted behind in the naso- 
pharynx at will, without the help of a finger or an 
instrument. It weighed one ounce and _ thirty-six 
grains. 

Naso-antral polypi are rather uncommonly seen 
in Ear and Nose practice even in an extensive 
outdoor work of a fairly large hospital in the 
Punjab. This is the 3rd _ time that one has 
come across an antral polypus during the last 
10 years of out-door work. 


Some unusual Cases of Atypical Hemiplegia 


By J. C. BANERJEA, M. B. (Cal.), M. rk. c. Pp. (Lond.) 
M. R.C. 8. (Eng. ) 


Honorary Visiting Physician to the Howrah 
General Hospital and to the Mayo Hospital, 
Calcutta. 

The following cases of hemiplegia are of rare 
occurrence and hence worth reporting. 


1. Girl aet. 13 years was admitted to the 


hospital with the following : 
(a) Inability to move left hand and left leg 
for 14 years. 
(b) Shaking of the right hand on attempted 
movements. 


Physical examination:  Left-sided hemia- 
nopia with left facial paralysis of upper motor 
neurone type, left arm spastic and flexed, left 
leg spastic and extended with slight disuse 
atrophy, both plantar reflexes flexor, left ankle 
clonus, knee-jerks exaggerated, more on left, 
superficial abdominal reflexes diminished on left, 
cutaneous sensations (as tested by cotton wool 
and pin-prick), sense of position and vibration 
sense impaired on left, intentional tremors of 
right hand with weak grip, evidences of secondary 
optic atrophy of left fundus, W. R. and Kahn of 
C. S. F.—negative. W. R. of blood—negative, 
colour of C, 8. F. normal. 


Mode of onset of the hemiplegia: 14 years 
ago, patient had fever with headache and vomit- 
ing for 2-4 days. Afterwards, she noticed 
weakness of her left leg, followed a fortnight 
later by inability to use her left arm. 


From a consideration of all these points, 
I suggest that it is a case of polio-encephalitic 
hemiplegia, the lesion being capsular and sub- 
thalamic on the right side of the brain. 
The presence of intentional tremor of right 
hand is clearly an indication of an affection of 
the afferent fibres from the right cerebellum to 
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opposite red nucleus in the 
the substantia nigra. 


2. Young man aet. 20 years was admitted in 
an un-conscious state with high fever of 2 day’s 
duration. Temperature—103° 8F. 


Physical examination: crossed hemiplegia 
right arm and leg and left face paralysed, left 
eyeball wide open, left internal squint, Babinski’s 
on right side, left plantar response flexor, 
rigidity of the neck, Kernig’s sign on both sides, 
on lumbar puncture increased pressure of fluid, 
about 130 drops per minute, purulent in character, 
Gram-negative intra-cellular diplococci on a 
smear examination ; liver and spleen not palpable, 
coarse bubbling crepitations over both lungs. 
The diagnosis made in this case, was of crossed 
hemiplegia with involvement of the left 6th and 
7th cranial nerves due to meningococcal menin- 
goencephalitis with special affection of the 
pontine region on the left side. 


neighbourhood of 


3. Woman aet. 56 years, was seen with the 

following : 

(a) Sudden onset of pain and tingling sensa- 
tion beginning in the left fingers, and 
then spreading over whole left half of 
the body. 

Duration 6 months, worse for two months, 

(b) Palpitation for 6 years. (ce) History of 
rheumatic fever at 22 years of age. 

Pupil 


examination reactions 


Physical 
normal but sluggish, paresis of the left upper 
and lower limbs, both plantar reflexes absent, 


stereognostic sense impaired on_ left side, 
tremors even at rest on left side confined to 
arm, hand and leg. Frequent extra-systoles, en- 
largement of the heart both to the right and 
left, pre-systolic murmur at the apical region 
without any thrill, retro-cardiac enlargement 
of the left auricle with prominent pulmonary 
knuckle as seen by fluoroscopy. 


In this case a diagnosis of embolism of the 
right lenticulo-thalamic artery due to rheumatic 
mitral endocarditis (syndrome of DEJERINE and 
ROUSSY) was made. 


A case of persistest Diarrhoea treated with 
Injectable Calcinol 
By MIHIRLAL MUKERJEE, Sibpur, Howrah. 


Mrs. 8. K. B. aged 21. 

Past History: At the age of 17, she had her 
first delivery, 3 days after which, she had an 
attack of fever which continued for about 6 
months. About 6 months ago, she was delivered 
of a second child which lived only for 5 hours. 
Her aunt and the brother of her husband 
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died of pulmonary tuberculosis not many months 
ago, and she had to nurse them. 


History of present iliness : She had been ill 
from the 4th. or 5th. month of her last pregnancy 
with dysentery and anaemia. She felt a pain 
in the stomach about two months ago, and 
this became, gradually, exceedingly severe. 


From morning to about 1 p.m. she had 
lately been vomiting ingesta undigested, but 
retaining all foods taken after 1 p.m. The last 
stools have been black, scanty and liquid. The 
feet were much swollen, but the swelling has 
lately diminished. 


23-12-32: 4p.m. Last stage of what appears 
to be pernicious anaemia. Has become comatose 
from this morning. Unable to ingest any food 
or drink. Great emaciation. Gums _ ulcerated. 
Heart beats are foetal. Eyes congested. Does 
not respond. Unable to protrude the tongue. 
The lips are covered over with crusts and scales. 
Pyorrhoea. She had so much vomiting 3 times 
this morning, that the exertion brought on an 
alarming condition of collapse. 


Treatment: Mixture. 


24-12-32; 9 a.m. Appeared better during the 
night, but has been getting cramps of the upper 
limbs with a tendency to bite her attendants this 
morning. Temperature 97°F. Pulse scarcely 
perceptible. Mixture was continued 


26-12-32: 2 p.m. On the 24th instant, the 
cramps lasted about 8 hours, during which the 
temperature was normal. From this morning 
she has been behaving normally except that 
she stubbornly refuses all foods or medicine, 
Urine was scanty and voided only twice dur- 
ing the last 24 hours. No stool for the last 
3 days. She has been absolutely without any 
sort of nourishment or water for the last 72 
hours. But inspite of this, she manifests enor- 
mous strength when resisting the administration 
of food or medicine so that she has up to now 
succeeded in baffling all attempts to feed her. 
Pulse is now 110 per minute. Temperature 
99°F. Codliver oil with a little milk was given 
and mustard oil was rubbed on the arm pits and 
over the abdominal wall. 


27-12-32: 11.30 a.m. Temperature 102° F. 
Pulse 90 per minute, exceedingly feeble. Spasms 
again with great trembling. Still refusing 
nourishment by mouth. Condition so alarming 
that the attending physician thinks she may 
expire in the afternoon. 


28-12-32 : 3. 30 p.m. Spasms continuing, still 
resisting food as before. Pulse imperceptible. 
Hypothermia continuing from the early morning. 

Treatment: Injectable calcinol 10 ¢.c. intra- 
muscularly. Rectal feeding with 20% glucose 
solution, 





Vou. II, No. 9 
MAY., 1933 


10 p.m. Iam reported just now on the phone 
that the patient looks wonderfully better, that 
she has eaten an orange and taken some milk 
and has passed urine three times since the 
injection. Temperature is now 100° F. 

31-12-32 : 3.30 p.m. I find her remarkably 
better. Has passed a quantity of reddish brown 
semi-liquid stool this morning. 

2-1-33: Has been continuing feverless for 
the last three days. Injectable calcinol 10 c.c. 
intramuscularly. 

3-1-33: 7 p.m. Temperature 102°2° F. 
the 1st instant, she has been getting 


Since 
matinal 
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hypothermia with vesperal hyperthermia; looks 
more lively and much better. Has passed two 
more stools in the meantime each containing 
blood. Urine steadily increasing in quantity. 
Injectable calcinol 10 c.c. intramuscularly. 


6-1-33 : 5.30 p.m. Her stool was yellow and 
free from blood this morning. The tongue is 
clean. Temperature on the 4th. 102° F. Yester- 
day 100° F. Looks improving steadily. Injectable 
Calcinol 10 c.c. intramuscularly. 

13-1-33: Noon. Stools quite normal, appe- 
tite good. Gaining in strength and_ weight. 
Injectable calcinol 10 ¢.c. intramuscularly. 


Medical Associations, Societies, ete. 


Medical Societies, Associations. 


of this Section of the Journal 


Punjab Medical Council 


Summary of the proceedings of a meeting held 
on the 22nd. April, 1933. 


1. The appointment of following members were 
recorded : 


. J. J. HARPER-NELSON, 1.M.S., DR. 
BIKRAMA JIr SAHNI, MAJOR E. D. SHAVE, 
Dr. CHUNI LAL BHOLA. 


The Council decided that the teaching of 
basic sciences Anatomy, Physiology and 
Hygiene by registered medical practitioners 
in any High School, College or Institution 
for training Vaids and Hakims shall not 
constitute infamous conduct in a professional 
respect. 


The following addition to be made in the 
rules was read and recorded : 


“The Registrar is empowered to erase 
from the Register, with the written 
approval of the President, the name of 
any registered person with whom he is 
unable to establish communication, pro- 
vided that any name so erased may be 
re-entered in the Register by direction 
of the Medical Council upon payment 
of a fee of Rs. 10/-.” 


It was decided that in future sufficient time 
be allowed to the candidates to withdraw 
from contest for an election if they wished 
to do so. Enquiries were also directed to 
be made from other Provincial Medical 
Councils as to the procedure adopted in 
this matter by them. 


Unions ete. are invited to make use 


—EDITOR 


5. It was decided that in accordance with the 
provision of section 21(a) of the Punjab 
Medical Act, reports and returns be obtained 
from the training institutions concerned. 


All-India Conference of Leprosy Workers. 


A three-day conference of twenty leading 
ieprosy workers from all parts of India, convened 
by the Indian Council of the British Empire 
Leprosy Relief Association, was held at the 
Institute of Hygiene and Public Health, Calcutta 
in April last. The main object was to frame, in 
accordance with the recommendation of the 
League of Nations Leprosy Commission, a 
general outline of the principles upon which the 
most effective anti-leprosy work in India may be 
built up. 


Resolutions covering widely various aspects 
of anti-leprosy work were unanimously passed. 
It is understood that these will be circulated to 
the various Provincial Governments and_ to 
private organisations engaged in leprosy work, 
for their consideration and comment. When 
these comments have been received, the resolu- 
tions will again be reviewed with the purpose of 
arriving at an agreed all-India programme for 
action. 


The following are a few of the 


important 
recommendations of the Conference : 


1. The formation of a Leprosy Board in each 
Province, made up of representatives of the 
various public bodies and private organisations 
engaged in leprosy work. This Provincial Board, 
advisory in character, would seek to co-ordinate 
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the work in its area and to direct fresh effort 
in the most effective channels. 


2. The appointment of a leprosy officer in 
each province who would work in close co-opera- 
tion with the Board. 


3. Formation of district leprosy boards to 
face the particular problems of those districts. 


The conference also felt that the dissemination 
of knowledge concerning the disease and _ its 
early diagnosis was imperative, and urged that 
greater attention be paid to the disease and the 
training of medical students. 


4. District health officers, sanitary inspectors, 
health visitors, public vaccinators, recruiting 
officers for labour ete. should be instructed in 
the clinical manifestations of early leprosy so 
that they could assist in placing sufferers from 
the disease in touch with treatment. 


5. There should be formation of at least one 
model clinic with a whole time leprosy officer, 
in a place where leprosy was highly endemic. 
The clinic will not only treat cases but also act 
as a centre for training work and for the teaching 
of preventive measures. 


6. The establishment of a special leprosy 
investigation centre in a suitable rural area, in 
order to make an intensive study, over a pro- 
longed period, into the epidemiology and_ possible 
control of leprosy. 


Several papers were also read at the confer- 
ence. It is understood that the sammary of the 
papers read, the discussions that followed and 
the resulutions arrived at are to be published 
shortly and there is no doubt that it should 
assist materially in determining the direction 
of future effort and of determining the particular 
methods to be adopted by which the most 
hopeful results can be realised, and the stamping 
out of leprosy from India hastened. 


Kistna District Medical Association. 


The second anniversary of the Kistna District 
Medical Association was celebrated at Masulipatam 
on April 18th, Rao Bahadur Dr, T. S. TIRUMURTI, 
presiding. The annual report, as presented by 
the Secretary, was duly adopted. Dr. D. S. 
RAMACHANDRA RAO spoke on ‘Medical  ethies 
in private practice.” 


The meeting was adjourned for breakfast 
at 12 noon and started again in the afternoon, 
when Dk. TIRUMURTI delivered an interesting 
address on “Recent advances in Pathology.” 


The function concluded with a social gather- 
ing in the evening. 


Association. 


Chettinand Medical 


The monthly meeting of the Chettinand Medical 
Association was held on April 22nd. at Kanaduka- 
than under the presidency of Major A. 
KRISHNAMURTI, I. M. S., District Medical Officer, 
Ramand. 


DR. PADMANABBA SARMA, District Medicat 
Officer, Trichinopoly, delivered a lecture on 
“Appendicitis.” The proceedings came to an 
end with a very enjoyable social. 


All-India Compounders’ Conference. 


The seventh annual session of the All-India 
Compounders’ Association was held at Aligarh 
with Major G. H. FITZGERALD, I. M.S. Civil 
Surgeon of Aligarh in the chair. About fifty 
delegates from different parts of India attended 
the Conference. Mr. BHOJ RAJ, President of 
the Reception Committee, in welcoming the 
delegates, dealt with the miserable condition 
of compounders in Government service, specially 
with regard to their grade, pay, training, 
designation, quarters, leave, promotions and 
pensions. 


Major FITZGERALD, in the course of his presi- 
dential speech, regretted that no training 
centre for compounders exists in the U. P. 


With regard to pay, he said there should be 
an efficiency bar and time scale and they should 
be granted three months’ leave to attend train- 
ing. He considered the demand of compoun- 
ders to change their designatian to that of a 
Medical Assistant, just and necessary. In his 
Opinion the senior compounders were better 
than most of the Vaids and Hakims specially 
in surgical cases and should be appointed in rural 
dispensaries, He was of opinion that compoun- 
ders were really overworked and so they should 
be granted leave on Sundays and festival days. 


Of the various resolutions passed by the 
Conference the important ones are (1) the 
necessity of opening training classes in the 
Medical Schools of India to impart education 
to compounders for a period of two years, (2) 
A demand to change their designation from a 
compounder and dispenser to that of a Medical 
Assistant., (3) their eligibility for the posts of 
Sanitary Inspectors and Assistant Superintendents 
of Vaccination. (4) and their being appointed 
in rural dispensaries in preference to Vaids and 
Hakims. 


Mysore Medical and Sanitary Conference 


The fifth annual session of Mysore Medical 
and Sanitary Conference was opened at Mysore, 
on Feb, 24th. under the presidency of Dr. S. 
SUBBA RAO, B.A. M.B.C.M., M.R.C.S., ete., Senior 
Surgeon, Mysore, and President, Medical Asso- 
ciation. 
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DR. SUBBA RAO, announced that the Madras 
Medical Council has recognised the M. B., 
B.S. degree of the Mysore University as a regis- 
trable qualification, and the formation of the 
Mysore Medical Council is now complete and 
that nearly all the medical men in the State, both 
private practitioners and men in service number- 
ing 450 had been already registered. 


Referring to the criticisms levelled against 
the Mysore Medical Registration Act, particularly 
at its impotency to prevent unqualified and 
unregistered persons from practising the Allopa- 
thic or scientific system of medicine, DR. SUBBA 
RAO, observed that this impotency, which is so 
much deplored, is not confined to the Mysore 
Act. It is found in all similar Acts, not only in 
British India but also in many of the more 
progressive countries in the world, with only 
one or two exceptions. Any legislation, intended 
to suppress quackery, should be comprehensive 
but is rather difficult to enforce, and he suggested 
that, instead of trying to scrap the existing legis- 
lation, itis the duty of an Association like this 
and the Medical Council to educate the public 
and the legislature, and make out a case for 
suitably amending the Medical Registration Act. 


Referring to the increased incidence of anaemia 
of a pernicions type and _ gastro-intenstinal 
disease, including appendicitis in Mysore during 
the last twenty years, as proved from the statistics 
of the hospitals and dispensaries, DR. RAO said 
that itis not unreasonable to trace this pheno- 
menon to some alteration in the composition of 
the diet that the Mysorean is accustomed to 
take. Considering the remarkable fact that 
these ailments are chiefly confined to those who 
habitually eat rice and not ragi, it is natural 
to incriminate the former article of food. Now 
every village has its rice-mill, and _ polished 
rice deprived of vitamins had _ completely 
supplanted the old-fashioned hand-pounded un- 
polished article. This, was the cause of so 
much disease and disability. There should 
be legislation making it criminal to use polishing 
machinery in rice-mills and thus save an 
unsuspecting population from gradually getting 
devitalised and becoming victims to a slow death. 


Regarding the prevalence of the caste-system 
amongst medical men, the speaker said that 
the only solution of the problem most suited for 
Mysore, was the abolition of the L.M.P. and 
making the M.B.B.S. Degree the only portal of 
entry into the profession. Madras has taken the 
lead in this direction. All the medical schools 
in the Presidency, except the Royapuram Medical 
School, have been abolished and from next July, 
the course is going to be extended from four 
to five years. “This is going half way and I 
would not wonder if the Royapuram Medical 
School is elevated to the status of a college in 
the near future, and its students are sent up for 
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the M.B.B.S. Degree instead of the L.M.P. 
Diploma. Besides, the University of Madras has 
recently given facilities, however inadequate, for 
the Licentiates to qualify themselves for the 
Degree examination. We may have to adopt 
similar measures in the near future, in order 
to maintain the reciprocity that now exists 
between the Madras Medical Council with regard 
to registration.” 

The sessions lasted for three days, synopses 
of scientific papers were read by the various 
delegates in the Sections of Medicine, Surgery, 
and Hygiene, Rao Bahadur C. B. Rama Rao, 
presiding over the Medical Section, Dr. D. S. 
PUTTANNA over the Surgery Section. 


Pabna Medical School (Bengal) 


The seventh anniversary of the Pabna Medical 
Schoo! was held in March last. The school 
was first started in the year 1927 with 22 
students on its roll, through the initiative 
and zeal of a few doctors of the town, on a 
very poor scale. First batch of 18 students 
completed the full course of 4 years’ study and 
were given diplomas by the school committee 
in April, 1931 and a _ second batch of 11 
students got their diplomas in April, 1932. A 
well-equipped outdoor dispensary was opened 
in July, 1929 and since its inception 30,000 
patients have been treated. 

A dissection hall, fitted and equipped with 
all up-to-date sanitary and hygienic precautions, 
has been built on a piece of land measuring 
about 3 bighas, which was kindly leased out by 
the municipality for the purpose on a nominal 
yearly rent. 

Want of an indoor hospital for giving bed- 
side clinic to the students is felt very keenly 
and the Surgeon General has been approached, 
through Civil Surgeon of Pabna, to secure per- 
mission to attend the Sadar hospital. 

The school has realised during these seven 
years nearly Rs. 12,000 including Rs. 900, the 
contribution of the municipality and have spent 
about Rs. 11,900. The Pabna municipality has 
kindly granted an aid of Rs. 450 annually from 
the year 1931. 

Almost all the medical practitioners of the 
locality act as honorary teachers of the schools 
and devote their best part of the time every 
day for the welfare of the institution. 


United Provinces Medical Council. 


Copy of resolution No. 15 of the minutes of the 
meeting of the United Provinces Medical Council 
held on May 1, 1933. 


15. The letter of Dr. T. N. VARMA, regar- 


ding medical officers in Government service 
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writing prescriptions on printed forms supplied 
by certain chemists and druggists, was read. 

Resolved that this Council looks with strong 
disfavour on the practice of medical practitioners 
writing their prescriptions on forms supplied 
by chemists and druggists bearing their name 
and address, and advertisement. 

Further resolved that this decision of the 
Medical Council should be sent for publication 
to daily papers, the Leader, Pioneer, &c., the 
vernacular papers and the Medical Journals. 


Bengal Council of Medical Registration 


Extract from the Minutes of a Meeting held on 
the Ist August, 1933. 


Notifications announcing the appointment of 
the undermentioned gentlemen as members of 
the Bengal Council of Medical Registration were 
recorded : 

Name 
(a) Lieut. Col. Stk HASSAN 

SUHRAWARDY, Kt. LT.F,, Dr. R. V. CLAYTON. 
(b) Lieut. Col. C. R. 

O’BRIEN, I.M.S. 


in place of 


Rai Sahib DR. SATISH 
CHANDRA GHOSH, 
L.M.S, 
(ec) Major T. H. THOMAs, 
I.M.S. Majors. J. V. Fox, 
IL.M.D. 
(d) Lieut. Col. T. C. Boyn, 
I.M.S. Lieut. Col. D. P. 
GOIL, I.M.s. 


Government letter conveying sanction to the 
levy of a charge of Rs. 5 for incidental expenses 
of this Council from practitioners registered in 
other provinces on their admission, free of fee to 
the Bengal Medical Register was recorded. 


Notification announcing the appointment of 
Dr. B. N. GHOSH, representative of the Bengal 


Council of Medical Registration and the Gover- © 


ning Body of the State Medical Faculty of Bengal, 
as a member of the Sanitary Board, Bengal, was 
recorded. 

The following two gentlemen being repres 

. é bead a Y . Dg represen- 
tatives of the Bengal Council of Medical Regis- 
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tration and the State Medical Faculty of Bengal 
were re-nominated as members of the Bengal 
Sanitary Board for a fresh term : 

1. Dr. B. N. GHOSH, L.M.S., F.R.F.P.&S., 

2. Dr. T. AHMED, M.B., D.O.M.S., F.R.C.S. 


Order of the Government of Bengal accepting 
the reciprocity of registration in Bengal, of 
practitioners registered in Madras, was recorded. 


The Council decided that all registered practi- 
tioners be informed that in the opinion of the 
Council certificates of death might legitimately 
be granted by registered practitioners only when 
they were actually present at the time of death 
of the patients or saw the deeeased very soon 
after death. 


Dr. KEDARNATH DAS, C.LE., M.D., F.C.O.G. 
moved that the following institutions should be 
inspected before the next meeting of the Council : 


Dacca Medical School. 
Mymensingh Medical School. 
National Medical Institute. 
Calcutta Medical School. 
Jackson Medical School, Jalpaiguri. 
Chittagong Medical School. 

The motion was approved. 


An application from the Superintendent, 
Bengal Medical Institution and Hospital, Belia- 
ghata, praying that the. institution be granted 
affiliation to train students for the licentiateship 
examinations of the State Medical Faculty of 
Bengal was considered and the Superintendent 
was requested to furnish particulars of the 
institution in the form of return prescribed by 
the Council. 


The Council recorded reports of two prosecu- 
tion under Section 6 of the Indian Medical 
Degrees Act 1916. The amount of fine imposed 
by the Court is noted against each name : 


1. MANICKLAL MUKHERJiE—Sentenced by 
the Sub-Divisional Officer, Bongaon, 
to a fine of Rs. 35. 
S. <A. RAHMAN—Sentenced by the 
Magistrate of Sealdah, to a fine of Rs. 5. 


Correspondence 


| The Editor is not responsible for the 


views expressed by 


T'o The Editor. 
Dear Sir, 


On the last day of the Delhi session of the 
Legislative Assembly, during the course of dis- 
cussion on the motion to refer to a Select Com- 


correspondents | 


mittee, the All-India Medical Council Bill, Sir 
FAaZLI HUSSAIN is reported to have explained 
“why there were more nominees of Government 
on the Indian Council than was the case in 
England” by saying that “the chief medical 


colleges and hospitals there, were run by private 
bodies.’ 
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If Sik Fazit HUSSAIN wished the Assembly 
Members and public to understand that in Great 
Britain the medical colleges are financially 
independent of the Government I would like to 
contradict him. In the year 1927-28, the sources 
of income of some of the medical schools in 
London were as follows : 





| | i) 

} 
Income 
from | 
Endow- | 
ments. | 


| Parlia- | 
mentary | Fees. Local 
Grants. | 


| 


Other 
Grants 


Kings College— 
Medical School 8 p.c. | 22 p.e. 


S . \s 
4 42 


Charing Cross 

London Hospital 
Middlesex oon) 
St. Bartholomew's 3 
St. Thomas's... 0 


University College __ 
Medical School 29 


Westminster coc te 


Incomes, 





These figures are taken from the Report on 
Medical Education, Europe by the Commission 
on Medical Edneation set up by the Association 
of American Medical Colleges, the American 
Medical Association, Rockefeller Foundation and 
Carnegie Corporation, published in 1930. 


1 believe, in London, the only medical school 
which does not receive parliamentary grant is 
that of Guy’s Hospital. This school is supported 
almost entirely from students’ fees. At Leeds, 
the medical school income is derived abont 
equally from the students’ fees, parliamentary 
local grants and endowments. ‘The 
Education was authorised by the 
1908, to give grants-in-aid of 
medical schools in England and 
and Ireland, such aid to 
medical education was included under parlia- 
mentary grants, for all the activities of the 
universities concerned. This is now the practice 
in England and Wales, except in the case of 
London, where the various medical schools, 
(except Guy’s) receive grants specifically for 
medical education. It will be seen that SIR FAZLI 
HUSSAIN’S reported statement is not borne out 
by these facts and figures, The British Govern- 
ment contribute handsomely in “running” medical 
schools in Great Britain, and yet the nominees 
of the Government on the General Medical 
Council of Great Britain and Ireland have 
always been very few. Under the Medical Act 
of 1858, there were six nominees of the Crown 
in a Council of 23; under 1886 Medical Act, the 


grants, 
Board of 
‘Treasury in 
education to 
Wales. In Scotland 
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number of Crown nominees was 5 out of a 
Council of 30. At present, the General Medical 
Council of Great Britain and Ireland consists 
of 38 members ( excluding the Dental members ), 
and these include only five nominees of the 
Crown, 

Yours faithfully, 
ABRAHAM S. ERULKAR 
President. 
Bombay Medical Union. 


Malabar Hill | 
Bombay 
April 25, 1933. J 


Appointment of Honorary Physicians and Surgeons 


in State Hospitals 
To The Editor. 
Sir, 

May I request you to kindly allow me the 
hospitality of the columns of your’ esteemed 
paper to draw the attention of the Medical Licen- 
tiates in general and those of U. P. in particular 
to the Government Order No. 2158-V-232, dated 
February 6, 1933,regarding the appointment of 
Medical Licentiates as Honorary Physicians and 
Surgeons in all Hospitals and dispensaries in 
U.P. In the G.O. it is laid down that all 
medical practitioners registered under the U. P. 
Medical Act, would be considered as eligible for 
appointment as Honorary Physicians and Sur- 
geons in State Hospitals on the same condition 
as apply to Medical Practitioners holding L. M. 
S. or higher diplomas or degrees under para 249 
of the Medical Manual. Selection of the eandi- 
dates for such appointments will be made by 
the Inspector General of Civil Hospitals in the 
case of State Hospitals and by Chairman, Local 
Boards, in the case of dispensaries controlled 
by them on the recommendations of the Civil 
Surgeons and Commissioners. On a_ resolution 
having been moved in the U. P. Medical Council 
in its November 1932 meeting to so amend the 
Medical Manual as to entitle L. M. P.’s to the 
honorary appointments, the then President of 
the Council was pleased to say that the matter 
with his recommendations was under the consi- 
deration of the Government. It is gratifying to 
note that, after all, the Government has acceded 
to the just and reasonable request of the Medical 
Council. As a whole, the Medical Licentiates 
have proved to be scientifically efficient and 
sound in their practice and as such they have 
established their claims for equal treatment. No 
useful purpose would be served by admitting 
the competence of Medical Licentiates for public 
practice and all Government services on the 
one hand and denying them the logical privilege 
of such appointments, and it was sheer injustice 
that they were not eligible so far for such 
appointments. 
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It will not be out of place to quote here a few 
lines from the speech of SiR HENRY GIDNEY, M. 
L. A., an eminent retired 1. M.S. officer possess- 
ing the highest British qualifications, 
are apt to place great market-value on ex-India 
medical degrees, and it is we who are to blame 
for placing a high premium on European degrees. 
But remember the degree does not make the 
doctor, the doctor makes the degree: and whether 
you are a Sub-Assistant Surgeon or an Assis- 
tant Surgeon oran I. M.S. Officer, when death 
faces you as medical men, it matters little to 
patients whether you are English or Indian qua- 
lified ; it is skilled experience alone _ that 
accounts.” 

In the European countries and in Arerica 
honorary medical service has been part and 
parcel of the responsibilities of the medical 
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profession. It was so in India before the allo- 
pathic system was introduced by the Govern- 
ment, and unfortunately the public have quite 
queer notions of the honorary system now. They 
are led to think at present that the members 
of the independent medical profession wish to 
be honoraries for enjoying the loaves and fishes 
of private practice which their brethren in 
service enjoy by virtue of their being in charge 
of state hospitals. The-.cause for the justification 
of such views is, that the Government allowed 
private practice which they would not have 
been able to do but for facilities that were avail- 
able to them in the hospitals under their control. 


Yours faithfully, 


INDRA NARAIN SIRCAR, 


Jhansi, | 
Member, U. P. Medical Couneil. 


April 29, 1933. | 


Association Notes 


Poona Branch. 
THIRD ANNUAL REPORT. 
From 1-12-31 to 1-12-32. 

The Managing Committee.—-The office bearers 
of the Managing Committee elected in December 
1931 were as follows :— 

KHAN BAHADUR Dr. E.S. BHARUCHA, President 


Dr, V. C. GOKHALE  } 
Dr. R. Ik. Natpu \ 


Dr. A. KX. NULKAR 
Dr. N. G. VINZE ss 
Dr. G. P. TENDULKAR ~ 
Dr. K. C. GHARPURE So 

Dr. A. R, SANE < 

Dr. (MRS.) SITABAT KIRTANE - 

Drs. N. L. RANADE and V. R. DHAMDHARE 
continued as Joint Honorary Secretaries 
throughout the whole year. The Committee held 
in all three meetings. 

General Body.—The General Body held six meetings. 


During the last year the following were the 

papers and cases demonstrated :— 

(i) “Treatment of Typhoid Fever” by Dr. R. 
V. MHAISKAR. 

(ii) “Malaria in Poona” by Khan Bahadur 
Dr. K. D. KHAMBATTAM, Health Officer, 
Poona City Municipality. DR. KHAM- 
BATTA’S paper evoked a keen discussion 
not only in the meeting itself but also 
in lay papers and the correspondence on 
the same appeared in the lay papers for 
a considerable length of time and drew 
out alengthy statement from the Assis- 
tant Director of Public Health in the 
“Times of India” 


Vice- Presidents 


Members 


“Tuberculosis” by Dr. A. R. MEHTA, 
M. B., D. Ph. Organising Secretary, King 
George Thanksgiving (Anti-Tuberculosis) 
Fund. 

(iv) A case of “Cirrhosis of Liver” by Dr. K. 
C. GHARPURE, M. S. 

(v) A case of “Lymphatic Leukaemia” by Dr. 
G. S. SAHASRABUDHE. 

(vi) Notes on a case of “Suspected acute 
yellow Atrophy of the Liver’ by Dr. V. G. 
AGASHE. 

Other activities. -—DR. S. N. BHAGWAT, Chief 
Officer, Poona City Municipality, has established 
in Poona a body known as ‘Poona in 1950” and 
this Body requested the branch to formulate 
a scheme in connection with the improvement of 
the sanitation and health in the city, The branch 
appointed a committee consisting of the follow- 
ing members with power to co-opt to formulate 
the scheme :-— 

Drs. V. C. Gokhale, Chairman, R. K. Naidu, 
A. K. Nulkar, V. A. Belsare, G.D. Apte, G. P. 
Tendulkar, A. N, Jejurikar, G. S. Sahasrabudhe 
and V. D. Phatak. 

This Committee met about a dozen times and 
discussed various proposals with the office 
bearers of “Poona in 1950” and there is every 
hope that the proposals discussed and the tenta- 
tive decisions arrived at, would help that body 
a great deal in the formulation of their scheme. 


Taking advantage of the interest aroused by 
Dr. MEHTA’S lecture before tho branch, this com- 
mittee at the instance of Dr. G. S. SAHASRa- 
BUDHE one of the member, who has. been 
working on Anti-Tuberculosis work, formulated 
ascheme beginning with an Anti-Tuberculosis 
dispensary and submitted it to the city muni- 
cipality. The City Municipality has appointed a 


(iii) 
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Sub-Committee to discuss the scheme with this 
branch and there is every hope that the scheme 
will be put into a practical shape very soon. The 
branch has accepted to co-operate’ with the 
Municipality in every possible way to make this 
scheme a success. 

The committee also discussed the City Munici- 
pality’s proposal about the improvement of the 
condition of the bed of the river as it passes 
through the city and prominent members of 
the branch together with the Committee visited 
and inspected the whole of the river bed. After 
this inspection the Branch Committee discussed 
the whole project and submitted their observations 
on the same to the authorities concerned. 


Laboratory: DR. A. R. SANE and Dr. M. N. 
NATU were in change of the clinical laboratory 
during the year under review. The fees realized 
amounted to Rs. 145/8/- and the expenses inclu- 
ding the fees paid to workers came up to 
Rs. 86/8/-. 

The object of this laboratory is to afford 
facilities to the members of the Association for 
bacteriological examination of their patients’ 
blood, sputum, urine, discharge etc. No patients 


can directly approach the laboratory for examina- 
tion. They must come through some member. 


In order to make these examinations available 
for really poor patients, a sliding scale of fees is 


charged. If an attendant member recommends 
that concession in the matter of charges should 
be done this recommendation will be respected 
by the laboratory workers. 

Reading Room: The Reading Room is now in 
good working order and the following journals 
are available to members: Lancet, Practitioner, 
Indian Medical Gazette and Medical Annual. 


Membership: The branch suffered a great 
loss from the demise of Capt. S. V. JOSHI, M.B., B.S. 
who has acted during the last two years as our 
anditor. A resolution of condolence at his sad 
and untimely death was passed by the General 
Body and forwarded to his relatives. 

At the end of the year the number of members 
was 53 as against 59 of the last year. 


Finances: The year opened with a _ balance 
of Rs. 157/2/- and the amount collected by 
subscription etc was Rs. 682/1/3. The expenses, 
including Rs. 147/4/- representing application 
fee paid to the Central Council and purchase of 
journals for Rs. 73/-, cost of publication of report 
Rs. 100/- amounted to Rs. 511/- thus leaving a 
balance of Rs. 827/4/-, It is pleasing to note that 
arrears of subscription are very few, 


Bombay Branch 
Report of the medical lecture series 


There were in all five lectures in the last 
session. There will be three such sessions every 
year. The last session started on the 15th 
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Mareh. The first lecture was given by Dr. V. R. 
KHANOLKAR, M.D. (Lond.), on “Clinical inter- 
pretation of some laboratory tests,” Dr. G. V. 
DESHMUKH, presided. ‘The second lecture was 
given by Dr. A. S. ERULKAR, M.D. (Lond.), on 
“Some Heroes and Martyrs of Medicine.” The 
third lecture was that of Dr. H. D. DESA, M.D. 
(Bom.), on “Midwifery in Bombay” and had the 
privileges of having Dr. Str TemuLgt NARIMAN 
as president at this lecture who by the way 
is one of the oldest practitioners. The fourth 
lecture was given by Dr. V, L. PARMAR, F. R.C.S. 
(Lond.), on “New method of enucleation of 
Tonsils by Electric Coagulation of the surround- 
ing tissues,” and The fifth lecture was given 
by DR. GEORGE COELHO, M. R. Cc. P. (Lond.), on 
“Wasting in Children.” 

All these lectures were given in the main 
lecture theatre of the Gordhandas Sunderdas 
Medical College and were well attended by both 
practitioners as well as senior students. 


Birbhum Medical Association 
Affiliated to the I. M. A. 
ANNUAL REPORT 

History: The Birbhum Medical Association, 
originally established in 1922, was resuscitated in 
1931, and was affiliated to the Indian Medical 
Association last year. 

Meetings: 'The number of meetings held is 21. 
Each time there was a social gathering with 
evening tea and refreshments. And _ in all 
meetings important resolutions were passed. The 
most important of these related to the (1) Indian 
Medical Council Bill (2) Prevention of blind- 
ness in the district (3) Opening of Leprosy 
Asylum inthe town (4) Prevention of Malaria in 
the town (5) Appeal for Reduction of fees of the 
medical practitioners in Calcutta (6) Condolence 
on the death of DR. Str RONALD Ross. 

Social gatherings were held to meet Dr. 
PRITWHIS CHANDRA Roy, Health Officer of 
Berhampore, who discovered that ‘Topa Pana’ 
was responsible for the breeding of Anopheles and 
REBATI MOHAN MUKHERJI, one of the members of 
the Association, on the eve of his transfer from 
the Sadar Hospital. 

Scientific Papers: The following 
papers were read ; 

(1) Malaria in Birbhum Dkr. M. HOSSAIN 
(2) Blindness ... DR. B. DAs 

(3) Leprosy ... Dr. U. N. GHOSE 
(4) Blood-Pressure 

among ourselves and 

its Therapeutics ... DR. KALI GOT BANERJI 
(5) Filarial Problem =... DR. KALI GOTI BANERJI 


scientific 


Members: The Association is mainly formed 
with the medical practitioners of the town. 
There are 3 members from the mofussil. 





Book Reviews 


Srinivasan's Medical Hand Book. -By V. Srint- 
vasan ; Published by Bharath Pharmacy, Tripli- 
cane, Madras ; D’cap. 16 mo., pp. 314. 


This compact book of over 300 pages is a 
store house of information and will be an wel- 
come addition to every busy _ practitioner’s 
library. The posological table, the hints on 
treatment, and the collection of standard pres- 
criptions in use in the various hospitals in India 
and the exhaustive notes on midwifery, will 
be very useful to those engaged in practice in 
the mofussil. The book contains an exhaustive 
list of indigenous drugs with their corresponding 
names in vernacular. But the arrangement 
of giving the names in Latin and then confining 
the vernacular names to Tamil, Telegu, Canarese, 
and Malayalan only, will, we are afraid, take 
away the All-India character of the book. We 
would suggest that in future editions the names 
should be given in ordinary English instead 
of Latin which can be given as a corresponding 
synonym and a few more in Indian vernaculars 
be added. That will help doctors all over 


of the book more 
A. N. G. 


India to use this section 
liberally. 

Short cuts in Hygiene—By Dr. Diwan Chand 
Chopra, M. B. B. 8.; 2nd Edition, 1930 ; Crown 
8vo, pp. 152; Published by Ram Lal Suri & Son, 
Lahore ; Price As. 14. ° 


This book in the form of catechism is intended 
for students appearing in the Matriculation 
and S. L. C. Examinations of the Punjab Univer- 
sity. The author has attempted to cover the 
whole of the prescribed syllabus and_ has 
answered all the questions that have been set 
by the university for several years past. The 
book will thus be helpful to those preparing for 
the university examination of the Punjab Univer 
sity and is really a “short cut’? as the author 
names it, ‘he answers are lucid and clear cut 
and will enable the students to grasp the same 
quickly. 

There are afew printer’s errors. We hope 
the author will put them right in the next edition 
which, we trust, is already overdue. —. 


Current Medical Literature 


MEDICINE 


Treatment of Acute Coronary Thrombosis 

S. A. LEVINE (Jour. Amer. Med. Assoc. Nov. 
19, 1932, Ref. Med. Times, April, 1938) points 
out the extreme difficulty in assessing the value 
of any therapeutic measure in cases of acute 
coronary thrombosis where events occur so 
suddenly and the state of the patient changes 
with dramatic rapidity. Throughout the early 
hours and days of this acute illness, unnecessary 
movements, exertion or frequent examinations 
should be avoided. At the onset of the attack, 
relief should be afforded for the agonising pain 
in the chest by the use of morphine. Glycery! 
trinitrate pills should entirely be avoided, 
because they tend to cause a marked fall in 
blood pressure and thus may aggravate the 
attack by a spread of the thrombosis. With an 
acute attack of coronary thrombosis, there is 
frequently a prominent element of shock. Hence 
warmth and fluid are essential. Digitalis is 
contra-indicated as routine measure in the treat- 
ment of the acute stage. Final decision, how- 
ever, regarding its utility will only come from 
u statistical analysis of cases treated with and 
without digitalis, When there is marked 
dyspnoea with cyanosis, air hunger and Cheyne- 
Stokes breathing, inhalation of oxygen may 


be of value. Nothing need be done for the 
oliguria or anuria that is frequently present 
during the first few days of the illness but dis- 
appears with return of the increasing strength 
of the circulation, increase of fluid intake and 
diminution of perspiration. In twelve to forty- 
eight hours the pain will have disappeared and 
the patient may feel quite comfortable. He 
should be kept in bed for four to six weeks, 
depending on the severity of the illness, eco- 
nomic status of the patient and other factors 
that might influence the physician in prolonging 
or shortening the convalescence. Glycosuria 
and diabetes are commonly associated with 
coronary thrombosis. Sometimes sugar in the 
urine is considerable and there may be slight 
or moderate acidosis. The author urges that 
insulin be entirely avoided during the acute 
stage of coronary thrombosis because of occa- 
sional immediate fatalities. No intravenous 
anti-syphilitic treatment should be instituted in 
coronary thrombosis in a syphilitic subject until 
the convalescence is well established, when 
potassium iodide and mercury may be given. 
Development of complete heart block with 
attacks of Stokes-Adams syncope, though a rare 
complication of coronary thrombosis, is serious 
and epinephrine can be used to control it. Paro- 
xysmal ventricular tachycardia with a heart 
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rate of 160 to 200 and with rhythm not grossly 
irregular, occurs in only 5% of the cases. Admi- 
nistration of quinidine is essential for the 
condition. Not only will digitalis fail to slow this 
rapid rate but it will tend to make it more rapid 
or to prolong the attack. The author concludes 
that although many patients succumb, despite 
all one can do, there are others who not only 
recover but return to their customary duties 
and live for many years. J.C. B. 


Treatment of Elderly Diabetic patients with 


Cardiovascular Disease. 


S. SOSKIN and his associates (Arch. Int. Med. 
122, Jan, 1933, Ref. Med. Times p. 118, April 
1933) have studied the effects of Insulin on 
heart in elderly diabetics with cardiovascular 
disease. In 7 such patients with clinical evidence 
of coronary sclerosis or angina pectoris, a single 
large dose of insulin, given after a control period 
of observation produced definite objective and 
subjective signs of myocardial impairment and 
definite changes in the electrocardiogram, espe- 
cially in the QRS complex which was of low 
amplitude, and also in the S T Segment 
and the T Wave. ‘The changes in the latter were 
found to depend onthe direction of the major 
deflection of the Q R S complex. Administra- 
tration of dextrose caused a relief of the symp- 
toms and_ restored the electrocardiographic 
findings to the previous state. In therapeutic 
experiments with these patients, on a standard 
diet, insulin was given for certain periods and 
omitted during control periods. During insulin 
periods there were one or more electrocardio- 
graphic changes similar to those observed after a 
single large dose of insulin, accompanied by 
subjective symptoms such as weakness, prostra- 
tion, dizziness, palpitations, precordial pain and 
constriction, amounting in some cases to true 
attack of angina. In most of these experiments, 
the electrocardiographic changes tended to follow 
the fluctuation in blood sugar, but they did not 
occur at any definite blood sugar levels. In 2 
eases in which the carbohydrate content of diet 
was lowered without insulin, the same _ results 
were obtained as with insulin plus a higher car- 
bohydrate diet. The authors conclude that the 
deleterious action of insulin on the heart of 
patients with cardiovascular disease is not due 
to any toxic action of insulin but to a reduction 
in the supply of carbohydrate readily available 
to the myocardium. These results show that 
insulin per se in not harmful to the diabetic with 
cardio-vascular disease but that the regulation 
of the treatment in such cases to ensure a suffi- 
cient supply of carbohydrate to the damaged 
myocardium is of the greatest importance. 


J.C. B. 


CURRENT MEDICAL LITERATURE 


Diagnosis of pernicious Anaemia 


R. L. HADEN (J. A. M. A. Jan. 16, 1932, Ref. 
Med. Times P. 104, Apri! 1933) emphasises 
on the following points for the diagnosis of 
pernicious anaemia : 

1. An increase in size of the average erythro- 
cyte, best indicated in terms of volume, is the 
most constant and characteristic finding in the 
blood in the presence of pernicious anaemia. 
An increased volume-index was found in every 
patient of his series. 

2. Free hydrochloric acid is seldom, if ever, 
found in the gastric contents. An achlorhydria 
was demonstrated in every one of his 152 
patients. 

3. The mean corpuscular volume may _ be 
quite large even witha relatively high count. 
Therefore it does not vary with the red cell count. 

4. If the deficiency which is responsible for 
the disease is adequately supplied, the cells 
return to normal size. ‘The first indication of a 
relapse or lack ofa sufficient quantity of the 
missing principle is an increase in the volume 
of the red cells. 

5. Macrocytosis may occur in the presence 
of conditions other than pernicious anaemia but 
was found only 9 times in a study of 411 patients 
and normal individuals. 

6. Achlorhydria is a frequent finding in various 
clinical conditions, especially in the age period 
when pernicious anaemia is most common. 

7. Acombination of macrocytosis and achlor- 
hydria is seldom if ever found, except in the 
presence of pernicious anaemia, 

8. An absence of free hydrochloric acid on 
gastric analysis and an increased mean corpus- 
cular volume or plus volume index are practically 
constant findings which are almost pathogno- 
monic of active pernicious anaemia. 1 Oa 


The Relationship of Pleurisy to Tuberculosis 


R. BoReELIUS (The Lancet Annots. p. 761, 
April 8, 1933) has traced 194 of the 230 cases 
of pleurisy treated in a hospital in Lund, Sweden, 
in the period 1912-21. The pleurisy was “wet” 
in 179 of these 194 cases, “dry” in the remainder. 
This investigation was conducted in 1929, the 
minimum observation period being 7 years. 
There were 47 deaths, 23 from pulmonary tuber- 
culosis, 5 from other forms of tuberculosis. Of 
the 147 survivors, 5 were suffering from well- 
defined pulmonary tuberculosis: the remainder 
were apparently in good health. But when 102 
of them were subjected to X-ray examination 
and other tests, several showed tuberculous 
changes. Altogether evidence of tuberculosis was 
found in 66.3 per cent of this material. ALLARD 
and KOSTER, however traced no fewer than 571 
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persons who, several years earlier had been 
treated for “idiopathic” pleurisy. Their studies 
published in 1911, revealed a subsequent tuber- 
culosis mortality of 21.5% and a total tubercu- 
losis morbidity of 47.1 per cent. The recent 
higher percentage of tuberculosis morbidity to 
the extent of 66.8 per cent in the series of 
BORELIUS must largely be attributed to advances 
in the radiological field. The investigations of 
ALLARD and KOSTER were conducted during a 
period antecedent to the practice of systematic 
X-ray examination of the lungs. BORELIUS con- 
cludes from his findings that every case of 
pleurisy deserves a very careful examination. 
Even if it proves, negative, the patient should 
be kept under periodic observation, and should, 
if possible, undergo a prophylactic course of 
treatment at a sanatorium, It should be noted 
that his observations are mainly concerned with 
pleurisy with effusion, in those cases in which 
no effusion is demonstrable and they are numer- 
ous, there is as yet insufficient evidence to 
warrant any sweeping verdict as to their alleged 
tuberculous character. J.C. B. 


The Signiticance of Eosinophilia 


V. SCHILLING (Ars. Medici, p. 155, April, 1933) 
states that eosinophile leucocytes form about 
2 to 4+ %9 of the normal white blood cells and 
that they can be recognised even in unstained 
preparations by their coarse, gleaming granules. 
They are derived from the bone-marrow, and 
are therefore particularly numerous in cases of 
myelocytic leukaemia. Otherwise, eosinophilia is 
a sign of allergy, as in cases of bronchial asthma, 
worm diseases, trichinosis, pemphigus, ete. The 
eosinophils gather in masses near the site of 
allergic reactions, t.c. in the bronchial mucos 
of the asthmatics (and therefore also in the 
sputum ), in the clots of mucus of allergic in- 
testinal catarrh, in the swellings of Quincke’s 
oedema, in the purulent masses of a muscle abscess 
caused by tropical Filaria worms, ete., further 
in the blood where they can comprise 70 %% of 
the leucocytes present. In worm infection, the 
eosinophilia may be the first warning signal, 
even before eggs are found in the stools ; it is 
absent, however, when an_ echinococens cyst 
has become encapsuled and biologically inactive. 
An excess of the exciting agent can paralyse the 
specific allergy action. Small amounts of protein 
cause the strongest reactions, larger amounts 
cause a toxic failure of the definsive reaction. 
The decrease or absence of eosinophil leucocytes 
in thick drops in cases of acute infectious 
diseases, indicates a severe process ( typhoid, 
peritonitis, pneumonia, ete.) i.e. anergy; their 
reappearance is the first sign of recovery ; if they 
stay away, complications must be feared. If 
one wants to try tuberculin in a case of tuber- 
culosis the tolerance of the patient can be tested 
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by the eosinophile curve. A hypodermic injection 
of ‘001 to ‘Ol mg. is given in the morning and 
the eosinophiles in thick drop are counted 
immediately before the injection, at noon and 
in the evening. An increase in the number 
indicates good toleration (positive allergy ), 
a decrease indicates « toxic effect, positive anergy 
or focal reaction. J.C. B. 


Anti-Neuritic Vitamin Deficiencies 


M. W. THEWLIS (Med. Times p. 99. April, 1933) 
draws attention to the following points : 


1. If extensive vitamin B deficiencies cause 
beriberi, surely a_ slight shortage may cause 
many minor symptoms. 

2. A prolonged deficiency of B, and B, may 
have some association with special degenerative 
changes in old age. 


3. Many nervous children are completely 
changed after using vitamin B continuously for 
sometime. 


4. Nervous instability in adult life may be 
traced back to a lack of vitamin B in childhood. 


5. There may be certain mental symptoms 
associated with a lack of vitamin B, 


6. Some myocardial weakness may be bene- 
fited by use of vitamin B. 


rc 


7. Wheat germ is a good source of vitamin 
B. Kidney, brain, liver, lentils, tomatoes, spinach 
and legumes contain large amouts of vitamin B. 
Concentrates should be standardised and care 
must be taken that there is a large amouut of B, 
and B, in the preparation. J.C. B. 


Hormone from spleen 


EK. SCHLIEPHAKE ( Deutsch. Arch. Klin. Med. 
172: 528, 1932 Ref. Klin Wschr. Feb. 6. 1933 ) 
succeeded in isolating a hormone from _ spleen 
free from protein and lipoids and has named it 
Prosplen. It is soluble in water, insoluble in 
alcohol and ether and destroyed by long cooking. 
Oral administration of Prosplen brings back 
hyperacidity as well as  hypoacidity cases to 
normal value; the normal cases are not at all 
influenced. The blood sugar level diminishes 
after injection of Prosplen. ‘The phagocytic 
index (against staphylococcus ) is markedly in- 
creased by a small quantity of Prosplen. It is 
not certain whether Prosplen is a unitary subs- 
tance or not. Sach substances which increase 
the phagocytic power are present in thymus, 
liver and blood lymph glands. J. N. D. 


Determining the Boundaries of the Heart through 
Percussion 


E. MOSLER (Deutsche Med. Wschr. No. 4, 
1033, Ref. Ars. Medici. p. 157, April 1933) states 
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that clinicians, often, distinguish between a 
relative and absolute cardiac dulness. The 
relative dulness shows the size of the heart and 
can always be controlled by skiagraphy, if the 
technique is good, the results of percussion and 
of the X-ray picture will agree. Recently 
almost all internists have come over to the view 
that relative cardiac dulness is clinically the 
much more important examination because it 
gives the physician a good idea of the normal 
and pathological size of the heart, which can 
be corrborated by skiagraphy. It is best tested 
by GOLDSCHEIDER’s method of very light percu- 
ssion (threshold percussion). SAHLI, who formerly 
recommended strong percussion, has also been 
converted, in the last edition of his book, to 
weak percussion for the determination of the 
relative cardiac dulness. The so-called absolute 
cardiac dulness, for which one must percuss 
more strongly, has hardly any clinical importance. 
For, it only shows us the size of the part of 
the heart lying directly on the wall of the 
thorax and uncovered by the lungs. It really 
informs us as to the position of the edges of 
the lungs and not as to the size of the heart. 
Its result cannot be controlled by the X-ray 
picture. Its determination is only occasionally 
of value in cases of enlargement of single parts 
of the heart, pericarditis, and in contraction 
processes. The writer believes that the deter- 
mination of the absolute cardiac dulness should 
no longer be taught to the beginners to avoid 
confusion, #4. ©. &. 


SURGERY 


Sclerosing Solutions in the Treatment of 
Cysts and Fistulae 


ELLIOTT CUTLER and ZOLLINGER (Amer. Jour. 
Surg. March °33, p. 411) lay much stress on 
the efficacy of injection of a sclerosing solution 
composed of 

Absolute Alcohol 
Chloroform 
Glacial acetic acid 
Ferric Chloride 


in the treatment of fistulae resulting from cysts 
and in pilonidal sinuses and _ brain’ tumours. 
These authors show from the results of carefully 
planned experiments on some cervical fistulae, 
pilonidal sinuses and gliomatous cysts that the 
treatment can supplant the knife and evade the 
risk which patients undergo from destruction 
of tissues from surgical interference. 


Injection of this solution removes the lining 
of the walied cysts and the sinus. Many cervical 
fistulae and pilonidal sinuses are reported to 
have been cured by the injection of this solution 
without radical surgical interference. A. N. hk. 


6 c.c. 
3 ¢.¢. 
1 ce. 
1 grm. 
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OBSTETRICS AND GYNAECOLOGY 


Prolapse of the uterus 


W. A. COVENTRY and RUSSELL J. MOE (Amer. 
Jour. Obs, and Gyn. Feb. 1933 No. 2,p. 267) 
from their observations on 110 cases of second 
and third degree prolapse of the uterus with or 
without cystocele or rectocele, prefer interposi- 
tion type of operations to supravaginal hysterec- 
tomy, fixation of the anterior abdominal wall 
and splitting the uterus and burying it in the 
abdominal wall. Of the two types of interposi- 
tion operation, which they prefer, the WARTHEIM- 
WATKINS and the MAYO vaginal hysterectomy 
modification, the former type is indicated in 
cases where the uterus is large enough to be 
interposed between the vaginal wall and the 
bladder and the latter, if the uterus is small 
and atrophic, if it is a bleeding uterus of 
fibrosis uteri, if the uterus contains multiple 
fibroids of small size. 


In this series of 110 cases, with ‘100 follow- 
up,” 70 were of the typical WARTHEIM-WATKINS 
interposition operation having 986% anatomi- 
cally and 943% symptomatically successful, and 
the remaining thirty were of the MAYO type 
vaginal hysterectomy with interposition of broad 
ligaments having suacessful anatomical outcome 
in 25 cases. ALN. R, 


Early diagaosis of Carcinoma of the Cervix. 


Dr. WALTER SCHILLER (Surgery, Gynae- 
cology and obstetrics Feb. 1933) observes that 
early diagnosis and treatment are the only 
and the best means of improving the results and 
prognosis in the treatment of carcinoma. A 
clinical method to locate the suspicious spot 
more early, easily and quickly has been found 
by him: when the normal cervix is _ painted 
with ordinary Lugol’s solution, the epithelium 
acquires in about half to one minute a mahogany 
brown colour. But in the areas in which some 
pathological process is present, no brown staining 
takes place and the epithelium remains white 
and unstained, ‘Thus diseased spots in the 
epithelium, which escape the naked eye 
altogether, are made visible in about a minute’s 
time. About 10 to 15¢.c. of Lugol’s solution 
is poured over the cervix and left in the vagina 
for about a minute. The solution is then sucked 
off with a tampoon, the cervix and vagina are 
cleaned of the excess liquid, and gently wiped. 
If the epithelium shows an unstained spot, the 
suspicion of cancer should arise in the mind of 
the doctor and the tissue must be examined 
histologically. 4, N. R. 





